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Before BENEMID 


Many patients on BENEMID therapy return to 
useful occupations, even those requiring skilled 
use of the hands. 

“Apparently the most... harmless uricosuric 
agent,” ! BENEMID tends to restore and maintain 
almost indefinitely normal serum uric acid levels. 

Urate deposits in the joints are thus reduced 
...new ones prevented. Further, the “periodic 
administration of BENEMID may reduce the need 
for surgical interference.” 


With BENEMID 


Supplied: in 0.5 Gm. tablets. Dosage 1 to 4 tab- 
lets daily. 


Note: Salicylates should not be used 
with BENEMID since these drugs in- 
hibit each other’s action. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 


References: 1. J.A.M.A. 149:1188, 1952. 2. Gout and Gouty Arthritis, Modern Medical Monographs, 7, 
New York, Grune & Stratton, 1953, p. 80. 
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Treatment of the Arthritides 


A Panel Discussion 


Dr. ENGLEMAN: One of our first concerns when dealing 
with a patient with rheumatism or rheumatic complaints is 
the matter of pain, and the first question I would like to 
ask the members of our panel is this: What is the anal- 
gesic of choice in rheumatoid arthritis? 

Dr. HEADLEY: Aspirin. The dose used should be 
the amount necessary to control the pain. Aspirin is 
usually tolerated better if taken after meals. Hence 
10 grains four times daily after meals and at bed- 
time usually will keep patients with arthritis much 
more comfortable. They are then advised to supple- 
ment that dosage with 10 or 15 grains of aspirin as 
needed to control pain. The only contraindication 
to larger doses is the development of nausea or signs 
of salicylism, such as tinnitus. If this occurs, the 
dosage must be decreased to within the range of 
tolerance for the drug. Aspirin is not only the most 
effective but also the cheapest analgesic drug for 
patients with arthritis. 


Dr. Davison: We must remember that aspirin not 
only is an analgesic but it also has definite effect on 
the connective tissues which are involved in the 
disease. Therefore I feel that we should give plenty. 
I give patients 1 gm. every four hours during the 
day when they are awake. I think it is always advis- 
able to tell them, as Dr. Headley suggested, that if 
they need more aspirin, certainly they may take it. 
It is a good plan to have the patient record the 
amount of aspirin he takes, for frequently a patient 
skips doses when he begins to get better; hence the 
record gives a clue as to whether or not the patient 
is having a lot of pain. 


_ Presented at a combined meeting of the Section on General Prac- 
tice and the Northern and Southern California Rheumatism Associa- 


tions at the 83rd Annual Session of the California Medical Association, 
Los Angeles, May 9-13, 1954. 
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Dr. WEINBERGER: I think that it is important to 
maintain adequate blood levels when giving aspirin. 
Aspirin is excreted at regular intervals, perhaps 
four-hour intervals, and it should be given that way. 
One can measure the blood level but the appearance 
of tinnitus is an approximate indication of the ap- 
propriate blood level, which should be around 15 
mg. per 100 cc. One can then drop down a little bit 
below the dosage that will produce tinnitus. Since 
aspirin is excreted during the night, the morning 
dose, I think, should be higher than the usual dose. 
An important point to remember about aspirin is 
that the gastric irritation can be central as well as 
local. Aspirin should always be given in a coated 
tablet, and after meals as well. It is very likely, too, 
that some of the gastric irritation comes from the 
return of aspirin into the stomach from the blood 
during the night. It is advisable to give something 
at bedtime to protect the stomach when it is empty. 


Dr. EncteMAN: Thank you. There has been a good deal 
of publicity concerning various combinations of salicylates 
and other drugs, notably para-aminobenzoic acid. So the 
question is: Is there any advantage in these combina- 
tions? Dr. Davison, please. 
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Dr. Davison: In a trial series of cases using plain 
para-aminobenzoic acid, either the sodium or the 
potassium salt, we gave patients, in addition to as- 
pirin, as much as 12 gm. a day and found that it had 
no particular advantage. 


Dr. ENcGLEMAN: Is there any other comment? I would 
certainly agree. This has been my experience. The combina- 
tions are much more expensive and, generally speaking, 
aspirin fills the bill very well. 


The next question: Is rest indicated in the treatment 
of rheumatoid arthritis, and if so when? Dr. Wein- 
berger, please. 

Dr. WEINBERGER: Rest is one of the most impor- 
tant measures in rheumatoid arthritis, which is es- 
sentially a constitutional disease. Unfortunately, lay- 
men—and doctors, too—are not accustomed to us- 
ing rest in the treatment of this disease and it is 
hard to sell. Rest should include mental as well as 
physical rest. Depending upon the severity of the 
disease and the joints involved a program of rest 
can be prescribed so that the patient can get maxi- 
mum benefit from it. When there are severe consti- 
tutional symptoms I think the patient should have 
full bed rest. If he is plateauing and is not showing 
any improvement he should be let up, but he should 
be given the benefit of a prolonged trial period of 
rest just as is done in tuberculosis. 

Dr. ENGLEMAN: Do we have any additional comment? 
This is a point that is rather important from an economic 
point of view since most of our patients are working people 
who depend upon their salaries for a livelihood. Now, Dr. 
Weinberger says that all of our patients should be given 
rest. Do we provoke any disagreement or discussion? 

Dr. Sacasa: I believe that even though complete 

bed rest has been prescribed, certain measures of 
' physical therapy are indicated in most instances, 
such as muscle-setting and range of motion exercises 
to prevent the development of deformities and anky- 
loses. I don’t think there is any contradiction between 
mild physical therapy activities and bed rest. 


Dr. ENGLEMAN: Well, the question concerns the matter 
of rest. We’re going to talk about physical therapy in a 
moment. But, do we all agree that rest is indicated in 
the treatment of rheumatoid arthritis, even to the 
extent of complete bed rest? 


Dr. Davison: I think all patients should be put to 
bed. The patients get better very much faster— 
providing we don’t put them to bed and just leave 
them there. I’d like to hear Dr. Rhinelander say 
what he thinks rest should include, because we just 
don’t want to put a patient to bed; we’ve got to pro- 
tect joints from deformities. 


Dr. ENGLEMAN: Well, again, Dr. Davison, we’re going to 
discuss the matter of physical therapy and prevention of 
deformities. I’d like to confine this question just to the 
matter of rest. Dr. Headley? 

Dr. HEADLEY: I do not agree that all patients 
should be put to bed. In my opinion, complete bed 
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rest is not usually necessary unless the patient is 
having a severe attack of arthritis with fever and 
pronounced constitutional reactions. If so, a rela- 
tively short period of complete bed rest may be very 
beneficial. I do agree that rest is very important but 
for most patients I believe that a rest program of 10 
to 12 hours in bed at night and a rest period of one 
to two hours during the middle of the day is suffi- 
cient. As Dr. Weinberger has pointed out, mental 
rest as well as physical rest is very important. Many 
patients are under considerable emotional strain. 
Acute flare-up of arthritis due to some emotional! 
crisis is not uncommon. Hence it is essential to try 
to help patients work out some of their emotional! 
problems. 

Dr. ENcGLEMAN: Dr. Weinberger? 

Dr. WEINBERGER: Well, always a certain amoun! 
of compromise is necessary. If the patient is a wage 
earner it may be necessary to keep him active even 
with constitutional symptoms. One should encourag: 
him to go to bed early every night when he come 
home from work and if possible to spend week-end: 
in bed. It may also be possible for him to have an 
hour’s stretch in the middle of the day or to get of! 
his feet. In the case of a housewife, it is worthwhil: 
to encourage her to get an hour or two of rest in the 
middle of the day or to avoid being on her feet for 
long periods. In any case one should, I think, try to 
achieve a maximum amount of rest in the very activ« 
phases of the disease. At least rest should be given 
a trial to see whether it won’t induce statistically 
predicted remission that occurs in so many cases. 


Dr. ENGLEMAN: I’m going to call on our orthopedic con 
sultant, Dr. Rhinelander, to discuss this very briefly, but al 
the same time I’m going to ask him the next question; per 
haps he can incorporate his answers. The question: Is phys- 
ical therapy of value in the treatment of rheumatoid 
arthritis; and, if so, why? 

Dr. RHINELANDER: On the subject of rest, it in- 
cludes not only the whole body, the patient as a 
whole, but the individual parts and joints, as I think 
has been brought out. There must also be a mixture 
of rest and activity, as has also been mentioned. |i 
you put a patient completely at bed rest or if you pu! 
a joint at complete rest in a plaster cast, great harm 
will result—stiffness of the affected joints. A joint 
when it is in a condition of acute inflammation, mus' 
be protected or the condition will be aggravated 
But when you put the joint at rest, it is essential als: 
to carry that joint frequently through its range « 
motion, using its muscles, but at the same time p1 
venting any great stress on the joint which wou 
stir up the condition. Physical therapy is extreme 
important for both the patient who is at bed rest ar 
the patient who is active. Now, that doesn’t me: 
that you have to have a physical therapist. You car 
always obtain such services. The patient must | 
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taught to exercise his joints through the range that 
he can traverse without causing undue pain. If a 
joint is moved very slowly through its range once 
cr twice a day even though it is acutely inflamed, 
iais will do a great deal towards preventing anky- 
losis which will occur if you put the joint at constant 
rest. 


Dr. ENGLEMAN: The next question is partly answered in 

hat Dr. Rhinelander has just said: It is said that rest 
is well as exercise is important in the treatment of 
theumatoid arthritis. How do you administer both 
simultaneously? 

Dr. RHINELANDER: For the patient as a whole, you 
can put him to bed if you want him to rest. For 
iesting a joint, if the patient is off weight-bearing 
and there are no deformities present, probably just 
plain rest without any particular supporting appara- 
tus is sufficient. But if a deformity is present—for 
example, a flexion deformity of a knee—some sort 
of splint or removable cast should be applied to that 
joint to allow it to relax in the position which it has 
adopted from its muscle spasm. If the patient has a 
flexed knee, for example, and if the patient is lying 
upon his back in bed with the weight of the leg 
resting on the heel and the knee is being stretched 
all the time, that will increase the pain and muscle 
spasm. Therefore the joint should be splinted. A 
removable plaster cast is the most convenient. The 
best way is to have hinges in the cast so it can be 
extended as the knee settles down and the flexion 
deformity decreases. The muscle spasm subsides, 
then the joint will straighten out. Now, in the case 
of an acutely inflamed joint in a wrist or finger, by 
making a light splint that can be worn when the 
patient is ambulatory, you can do a lot to relieve 
pain and future deformities in such a joint. 

Dr. ENcLEMAN: I don’t think you’ve answered the ques- 
tion—how a patient can be at rest and exercise simultane- 
ously, 

Dr. RHINELANDER: He wears these splints only 
part of the time. As I said in the earlier discussion, 
it is important to remove the splints frequently. If 
the patient is lying at bed rest, somebody has to 
supervise exercise of all the involved joints. But the 
exercise must avoid stress, or you are defeating the 
premise of rest. You have to carry out exercise 
within the limits of what the joints can take. Several 
times a day exercise should be carried out either 
with a physical therapist or nurse or with the aid 
of somebody in the family. 


Dr. ENGLEMAN: On to the next question. Many patients 
with rheumatoid arthritis insist that rest aggravates 
stiffness and pain. What shall I recommend? 


Dr. Sacasa: That’s a well known question. Ach- 
ing and stiffness after inactivity is relieved to a cer- 
tain extent by limbering up or exercise. We must 
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remember, however, that even in rheumatoid arth- 
ritis excessive activity is detrimental not only to the 
joints themselves but to the patient’s general condi- 
tion. As a general rule, any activity that causes pain 
that lasts over half an hour is excessive and should 
be curtailed. 


Dr. EncLeEMAN: Gentlemen, before we get too far away 
from the subject of aspirin, I have a question that has just 
come up—one that we shall put to Dr. Mettier. It is this: 
Can any harm arise from the profuse perspiration 
that follows aspirin therapy? 

Dr. MettTtER: This is the first time I’ve ever had 
that question presented to me. I’ve had a lot of peo- 
ple ask me about the side effects of aspirin; and, 
contrary to a lot of things that people say or you 
hear about, aspirin has very few side effects except- 
ing some irritation of the gastric mucosa when taken 
in large doses. Occasionally a patient may have a 
sensitivity to it and a skin reaction. Now, as to dia- 
phoresis: I have seen no harm come from that and 
I don’t think that should be a contraindication to the 
use of aspirin at all. Does that answer it very poorly? 

Dr. EncLeMAN: No, that’s fine. Thank you very much. 
Gentlemen, we’ve spent fifteen minutes, now, talking about 
such exciting subjects as rest, physical therapy and aspirin 
—in 1954 we’re still talking about such mundane subjects. 
I think it is entirely appropriate that we have devoted so 
much time to these very simple conservative measures be- 
cause I think all of us on the panel would agree that these 


still constitute the fundamental and basic approach to the 
treatment of rheumatoid arthritis. 


Now, we are going to enter upon some subjects that no 
doubt will be much more exciting and perhaps dramatic; 
perhaps one might even provoke a little more disagreement 
among members of the panel. And we shall enter into the 
never-never land of steroids. The question—we’ll ask Dr. 
Headley: Do you use cortisone and/or hydrocortisone 
in treating rheumatoid arthritis, and if so when? 

Dr. HEADLEY: Yes, I do use hydrocortisone in the 
treatment of rheumatoid arthritis. Hydrocortisone 
should not ordinarily be used until it is certain the 
disease is going to be progressive. It should only be 
used for patients who do not make satisfactory prog- 
ress on the more conservative program that has just 
been considered, such as rest, physiotherapy, sali- 
cylates. 

Dr. ENcLEMAN: Dr. Sacasa, you’re next in line. 

Dr. Sacasa: Since about 25 per cent of all patients 
who have had rheumatoid arthritis for less than a 
year will have spontaneous remission, I believe 
patients with the disease in an early stage should 
receive conservative treatment before steroid ther- 
apy is contemplated. There is one group of patients, 
though, who perhaps should have steroid therapy 
before it can be determined whether other programs 
of therapy will be effective. I refer to very severely 
ill patients with extremely severe constitutional 
manifestations such as high fever, great loss of 
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weight, extensive muscle atrophy, pronounced weak- 
ness and severe anemia—patients whose condition 
is rapidly deteriorating and who you feel you cer- 
tainly cannot afford to observe for a year or so to see 
if they are going to have remission. 


Dr. METTIER: Gentlemen, may I interrupt just a 
minute? I’d like to raise a voice of skepticism here. 
I’d like to ask Dr. Sacasa where he gets the figure 
“25 per cent spontaneous remission of rheumatoid 
arthritis” ? 

Dr. Sacasa: That comes from Bauer and his group 
in Boston. 


Dr. Mettier: It might happen in Boston but it 
doesn’t happen in San Francisco. 


Dr. Davison: I don’t agree with that. I see some 
patients in San Francisco and I would agree that the 
incidence of remission, spontaneous remission, is in 
the neighborhood of, well, I’ll compromise with you 
—let’s make it 20 per cent. 


Dr. WEINBERGER: I'd like to disagree with Dr. 
Headley in a friendly sort of way. I use very little 
cortisone in the treatment of rheumatoid arthritis. 
There is a statistically predicted incidence of remis- 
sion that will occur spontaneously. This constitu- 
tional disease should be treated by the more con- 
servative methods for a long period, perhaps a year, 
before one considers starting cortisone therapy. 
Now, Cushing’s syndrome, which apparently invar- 
iably occurs in patients who are getting cortisone 
—in some mild and in some more severe—is al- 
ways a very serious sort of thing. Before the advent 
of cortisone we used to do our best to diagnose it 
and treat it. Now, we seem to be producing it at will 

‘with cortisone in rheumatoid subjects. There are 
good studies to show that people with naturally oc- 
curring Cushing’s syndrome at the end of five years 
have a uniformly poor result whether their disease 
was successfully treated or not. A large percentage 
of these people have died after five years. The inci- 
dence of reactions in rheumatoid arthritis with Cush- 
ing’s syndrome produced by steroid therapy is 
roughly the same as that in naturally occurring 
Cushing’s, with the exception that perforated pep- 
tic ulcer seems to be more common in the rheuma- 
toid group. Now, what will happen to our group of 
rheumatoid arthritis subjects who have been treated 
for a five-year period. with cortisone? We don’t 
know! In a one-year period at the Veterans Admin- 
istration Hospital where every effort to safeguard 
the administration of this drug was made, there was 
an 8 per cent mortality. This is slightly higher than 
that resulting from subtotal gastric resection in some 
clinics. Rheumatoid arthritis is a disease that may be 
fatal, but seems to be fatal in a greater percentage 
of people who are receiving cortisone. In addition 
to this, we are now seeing some very peculiar reac- 
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tions to cortisone, probably to cortisone, that aren’t 
usually described. I’m not particularly worried 
about the hirsutism, the obesity, the hypertension, 
the diabetes, the “moon face”—the very overt mani- 
festations of the administration of cortisone; but 
what does worry me is that an individual with no 
abnormality observable in an x-ray film of the chest 
can, in our experience, die of disseminated tuber- 
culosis. It does worry me that fungous infections 
seem to spread too easily for some reason or other, 
that tissue doesn’t have the resistance that it should 
to these diseases. Another worrisome thing which 
has been reported by us and by other groups in the 
country, is that there seems to be some relationship 
between the development of periarteritis nodosa or 
acute vasculitis in rheumatoid subjects and treat- 
ment with cortisone. Now, this point isn’t clearly 
established; true enough, vasculitis may be part of 
the basic pathologic change of rheumatoid arthritis, 
but I think evidence is accumulating that the ten- 
dency for this particular type of very serious in- 
volvement: is enhanced as a consequence of steroid 
therapy. 
Dr. ENGLeMAN: I gather you don’t like it? 
Dr. WEINBERGER: I don’t like it. 


Dr. ENGLEMAN: Approximately to what percentage of 
your private patients would you administer cortisone? 


Dr. WEINBERGER: My problem is different in that 
many people I see have been receiving cortisone and 
wish to quit using it, but in any case I have not put 
more than two private patients on cortisone in the 
last two years. Does that answer your question? 

Dr. ENGLEMAN: Well, we'll say that’s less than one per 
cent, shall we? Dr. Sacasa, approximately what percentage 
of your patients do you treat with cortisone? 

Dr. Sacasa: Possibly around 10 per cent. 

Dr. ENGLEMAN: Dr. Headley? 

Dr. HEADLEY: I’m sorry I cannot give you an 
accurate answer. We have very few patients who are 
now receiving cortisone, but I would estimate that 
at least 25 per cent, perhaps more, of our patients 
with rheumatoid arthritis are receiving cortisone. 


Dr. ENGLEMAN: All right, now let’s go the northern hemi- 
sphere here. Dr. Davison, do you use cortisone in the treat- 
ment of rheumatoid arthritis, and if so when? 


Dr. Davison: Very rarely do I use cortisone in 
the treatment of rheumatoid arthritis. I occasionall; 
use cortisone in a patient who is going downhill rap 
idly, when other things have not controlled the dis 
ease and the patient is severely ill; but I do not lik 
cortisone for the same reasons that Dr. Weinberge 
does not. 

Dr. ENcLEMAN: Dr. Mettier? 

Dr. METTIER: No. 

Dr. ENGLEMAN: You never use it? 

Dr. MEtTTIER: Well, two or three patients, but 
very few now. 
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Dr. ENGLEMAN: Let’s just go right down the panel rather 
cuickly now and ask the same question with regard to 
actu. Dr. Headley? 

Dr. HeapDtey: I do not use AcTH because I do not 
fnd it practical from an office standpoint. 


Dr. Sacasa: This question applies only to rheu- 
matoid arthritis, I gather? 

Dr. ENGLEMAN: Oh, yes. 

Dr. Sacasa: I agree with Dr. Headley. 

Dr. ENGLEMAN: Dr. Weinberger, I don’t think we need 
to ask you, do we? 

Dr. WEINBERGER: I use ACTH less than I use cor- 
tisone. 

Dr. ENcGLeMan: Dr. Davison? 

Dr. Davison: No further comment. 

Dr. ENcLeMAN: Dr. Mettier? 

Dr. METTIER: No. 


Dr. ENcLeMAN: All right. Now, this next question is quite 
pertinent and quite possibly may offer Dr. Headley a chance 
to answer Dr. Weinberger or at least further discuss the 
problem. How can we best minimize or avoid the unde- 
sirable effects of adrenal steroids? 


Dr. HEADLEY: The undesirable effects of adrenal 
steroids can best be avoided by careful selection of 
patients and by proper dosage regulation. There are 
certain absolute contraindications which must be 
ruled out before recommending the use of these 
hormones. These include active tuberculosis, active 
syphilis, active peptic ulcer, severe diabetes mel- 
litus, Cushing’s syndrome, marked renal insuffi- 
ciency, and psychosis or severe psychoneurosis. The 
adrenal steroids must not be used in patients who 
have any of these conditions. There are relative con- 
traindications, such as arrested tuberculosis, mild 
diabetes mellitus, cardiovascular or renal disease, 
active infections, generalized osteoporosis, and tend- 
ency to thromboembolic phenomena. If the adrenal 
steroids are administered to patients with these con- 
ditions, they must be given with the utmost caution 
and the patients must be observed very carefully. 
After the patient has been selected—and, as pre- 
viously stated, we do not use the adrenal steroids 
until more conservative methods have proven in- 
adequate and we are certain the disease is progres- 
sive-—then many of the undesirable effects can be 
avoided or minimized if we do not give large doses 
of these hormones. Initial suppressive doses should 
not be too large or continued too long. After the dis- 
ease has been brought under control, reductions 
from the relatively large suppressive dosage to the 
smaller maintenance dosage must be made gradu- 
ally. Maintenance dosage is that amount which ade- 
quately controls the disease but does not necessarily 
entirely suppress it. Persons so treated usually have 
enough relief from their arthritis that they are able 
to resume their normal activities although they are 
not necessarily free from all pain. The dosage must 
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be varied from time to time as the severity of the dis- 
ease itself varies. The patient and the physician both 
must be satisfied with relatively small, safe main- 
tenance dosage. If adequate relief cannot be provided 
safely, then less than satisfactory improvement must 
be accepted or this kind of therapy should be dis- 
continued. Better results are obtained from the hor- 
mone if the total daily dosage is given in divided 
amounts. We usually have patients take it in four 
divided doses, such as after each meal and at bed- 
time. One cannot rely on cortisone or hydrocortisone 
alone in the treatment of these patients. Other meas- 
ures, such as adequate rest, physiotherapy, salicy- 
lates and preventing physical and/or emctional over- 
activity, are very important. These are not only 
helpful in controlling arthritis but also are of great 
value in keeping the maintenance dosage of the 
adrenal steroid as low as possible. Patients must be 
made to realize that the disease is merely controlled 
—not cured. Success with these hormones may de- 
pend as much on the proper management of the 
patient’s activities and on the use of the previously 
mentioned adjuvants as on the proper regulation of 
dosage of the adrenal steroid. Two other factors 
should also be mentioned. When the hormone is dis- 
continued, regardless of the reason, the dosage must 
be reduced gradually to prevent or minimize the 
withdrawal symptoms. The drug must not be dis- 
continued in time of stress, such as at the time of 
surgical operation or acute infections. In fact, tem- 
porary increase in dosage is usually indicated when 
patients are subjected to undue stress. 

Dr. ENGLEMAN: Would you like to be more specific about 
the dose, Dr. Headley? 

Dr. HEADLEY: I would rather discuss the dose of 
hydrocortisone, as we are now using this drug al- 
most exclusively in preference to cortisone, and I 
think that in the near future it will be much more 
widely used than cortisone. However, | assume you 
are asking me about cortisone. When we previously 
used cortisone, we placed patients on initial sup- 
pressive doses 50 to 100 mg. daily in four divided 
doses. Usually after two to four weeks, when the 
disease was brought under control, the dosage was 
gradually reduced to maintenance level. This was 
usually done by reducing the amount of cortisone by 
12.5 mg. (half of a tablet) every seven to ten days. 
As a rule, we usually tried to reduce the dosage 
gradually to between 25 and 50 mg. daily if possible 
—at least not over 62.5 mg. daily. Occasionally a 
male patient can tolerate 75 mg. daily but I believe 
that, for most patients, a dosage of more than 75 
mg. daily for any prolonged period is not justified. 
There is much less chance of adverse effects on the 
smaller maintenance doses. 


Do you object if I give the dosage of hydrocorti- 
sone? 
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Dr, Encteman: Yes I do, because we want to discuss 
that later. 

Dr. WEINBERGER: Could we have the chairman’s 
reaction to these questions about cortisone? I be- 
lieve he’s had more experience than many of us in 
this regard. 

Dr. ENGLEMAN: Well, I'll postpone that until we get on 
to hydrocortisone. How about elaborating on this one point, 
Dr. Sacasa. Do you have any additional suggestions as to 
how we might minimize or avoid the undesirable effects? 

Dr. Sacasa: The question of maintenance doses is 
a very very important one in this regard. | believe 
that it is not safe to continue maintenance doses of 
75 mg. or more for any patient, especially post- 
menopausal women. When the disease is not ade- 
quately controlled with moderate, fairly safe doses, 
I believe this should be considered cortisone failure, 
for it would seem unwise to raise the dose to higher 
and higher levels in an attempt to give more com- 
fort to the patient. 

Dr. ENGLEMAN: Then your dose recommendation would 
be less than 75 mg? 

Dr. SacasaA: For adult males, no more than 75 
mg.; for postmenopausal women, no more than 37.5 
mg., as a general rule. 


Dr. WEINBERGER: It is impossible to disassociate 
the antirheumatic effect from the metabolic effect of 
these steroids. In other words, you’re not going to 
get the antirheumatic effect without getting some 
metabolic effect. What one calls toxic reactions or 


side reactions are in reality the physiological actions 
or pharmacological actions of these drugs. When 
one begins to drop the dosage to avoid so-called 
“side effects’ one doesn’t get the antirheumatic 
effects. 


Dr. EncLeEMAN: Does everybody agree with that? Dr. 
Headley, do you agree? 

Dr. HEADLEY: No, I do not agree. We have pa- 
tients who are very well controlled on relatively 
small doses of hydrocortisone and who do not have 
any significant adverse effects from the clinical 
standpoint. 

Dr. EncLeman: Any comments from Northern Cali- 
fornia? 

Dr. Davison: If we’re talking about control, what 
do we mean by control? Actually, these patients still 
have active arthritis and you’re merely controlling 
symptoms on these doses. I’d like to ask you in what 
per cent of persons with severe rheumatoid disease 
do you really control the disease on dosages of 
hydrocortisone, the equivalent of 50 mg. of corti- 
sone itself? 


Dr. HEADLEY: Of course, the severe cases are the 
ones that are most difficult to manage with cortisone, 
hydrocortisone or any other type of therapy. Most 
of the failures with adrenal steroids occur in the 
severe group. I agree with Dr. Davison that there 
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are very few patients with severe rheumatoid arthri- 
tis who can have satisfactory control on safe main- 
tenance doses. However, there are many patients 
with rheumatoid arthritis who fortunately do not 
have the severe form of the disease and who can be 
controlled with relatively small doses. 

Dr. ENGLEMAN: Dr. Mettier? 

Dr. MetTItER: I pass. 


Dr. ENGLEMAN: All right, let’s go on now to the ques- 
tion of hydrocortisone. There have been many questions on 
this point and I’ll consolidate them all, if I may: What are 
the advantages, if any, of hydrocortisone over corti- 
sone? Let’s start with Northern California. Dr. Mettier? 

Dr. Mettier: Hydrocortisone is a little more 
rapid acting and can be given in smaller doses than 
cortisone. However, I feel just the same as Dr. Davi- 
son does here about this disease—that we still have 
the disease. And, although we have had some pa- 
tients on cortisone for two to four years, we stop the 
drug and they still have the disease, and they go 
into a very severe relapse, so I am not very happy 
about the use of either cortisone or hydrocortison« 
as a cure in this disease. 


Dr. ENGLEMAN: I don’t think anybody has claimed a cure, 
Dr. Mettier, in all fairness to everybody concerned. In other 
words, you don’t think there’s essentially any difference 
between cortisone and hydrocortisone from a practical point 
of view? Dr. Davison? 


Dr. Davison: Well, in view of the fact that I have 
so few patients on hydrocortisone, I don’t think that 
any opinion that I express would be worth while. | 
avoid the use of steroids in treatment of rheumatic 
arthritis whenever I can. 

Dr. ENGLEMAN: Dr. Weinberger? 

Dr. WEINBERGER: I| think a very excellent study 
reported by the Mayo Clinic indicates that there is 
very little difference between hydrocortisone and cor- 
tisone. The difference in the dosage requirement 
seems to be related to the size of the molecule. The 
hydrocortisone free alcohol weighs less than the cor- 
tisone acetate. 

Dr. ENGLEMAN: Dr, Sacasa? 

Dr. Sacasa: As far as the dose is concerned hy 
drocortisone may be slightly more effective, but in 
my experience it hasn’t been one and one-half times 
more effective than cortisone. Regarding side effects 
undesirable though physiological or pharmacolo:: 
ical, I think they are essentially the same. Milligra: 
for milligram, hydrocortisone is possibly less like 
to induce them. 

Dr. EncLeman: Dr. Headley? 

Dr. Heapey: In my experience hydrocortisone 
definitely superior to cortisone. It has two ma 
advantages: First, hydrocortisone is a more pote: 
drug than cortisone and hence one can maintain t! 
same improvement with smaller doses. Second, the: 
is less tendency toward some adverse effects, po 
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sibly because a smaller amount of the drug is re- 
quired. Many patients in whom cortisone has seemed 
tc have lost its effect can be transferred to hydro- 
ccrtisone in equivalent or smaller doses with defi- 
ne improvement of symptoms. The main objection 
hydrocortisone has been its greater cost. However, 
s difference in price is gradually being overcome, 
:d at present there is very little difference in the 
st of these two drugs, considering one does not 
juire as much of the hydrocortisone. Hence we 
-ve now transferred practically all of our patients 
10 have been on cortisone to hydrocortisone. 


Dr. ENGLEMAN: What dose do you use, Dr. Headley? 


Dr. HEADLEY: We seldom use an initial suppres- 
sive dose of over 50 mg. of hydrocortisone daily. 
Azain let me emphasize that this hormone also is 
more effective if given in four divided doses daily. 
Usually after three or four weeks we are able to 
gradually reduce the dosage to maintenance levels. 
The drug is usually reduced 5 mg. (one-half tablet) 
every 10 to 14 days. We are able to maintain most of 
our patients on between 30 and 50 mg. of hydro- 
cortisone daily. 


Dr. ENGLEMAN: I think it is perfectly obvious to all of 
us that there is very little agreement on the subject of 
steroids and their use in rheumatoid arthritis. At the risk 
of making the subject more confusing, I would like to offer 
one or two observations. I think that it is important to dis- 
tinguish between the subjective and objective effects of 
these steroids. In other words cortisone or hydrocortisone 
can make a patient much more comfortable and functional 
despite the presence of progressing disease. We have recently 
completed some long term studies and have found that 
approximately half of our patients have shown actual pro- 
gression of their disease despite the fact that many of them 
felt improved and were better able to perform daily duties. 
Even if we don’t arrest the disease we afford symptomatic 
improvement, the significance of which should not be mini- 
mized. The matter of undesirable effects is, of course, ex- 
tremely important. Our own experience is not quite as 
dismal as Dr. Weinberger’s; our incidence of serious unde- 
sirable effects is in the neighborhood of 10 per cent. I would 
like to keep an open mind on the subject, and would say 
that for the moment we must balance the desirability of 
symptomatic and functional improvement against the likelli- 
hood of serious undesirable effects. 


Now, the next question is equally important: What are 
the indications for withdrawal of cortisone, and, even 
more important, how is this best done? Dr. Headley? 

Dr. HEADLEY: Cortisone or hydrocortisone should 
be withdrawn whenever any serious adverse effects 
occur. The most common adverse reaction is, of 
course, the development of Cushing’s syndrome. If 
this is mild, the hormone does not necessarily have 
to be completely withdrawn. Often these symptoms 
will subside with reduction in the dosage. If the 
dose cannot be lowered sufficiently without losing 
control of the arthritis, then the patient has to share 
with the doctor the responsibility of continuing the 
hormone. Some of the adverse effects can be con- 
trolled with adjuvant measures, such as low-caloric, 
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low-salt diet to prevent weight gain. In patients with 
latent diabetes glycosuria may develop. This may be 
controlled by reduction of dosage. If the diabetes 
becomes moderately severe with continued adminis- 
tration of the hormone, then it must be discontinued. 
Adrenal steroids, of course, must be withdrawn in 
any patient who develops an active peptic ulcer, 
active tuberculosis or a psychosis. These hormones 
sometimes have to be discontinued when the patient 
becomes resistant to the drug and the disease can no 
longer be controlled with safe maintenance doses. 
Occasionally the rheumatoid arthritis goes into re- 
mission, and when it does the cortisone or hydro- 
cortisone should be withdrawn. 

Dr. ENGLEMAN: Do you withdraw very gradually? 

Dr. HEADLEY: Yes, regardless of why the adrenal 
steroid is discontinued it must be withdrawn very 
gradually. With cortisone, the dosage should be de- 
creased by 12.5 mg. every 10 to 14 days, and with 
hydrocortisone it should be decreased 10 mg., or 
preferably 5 mg., every 10 to 14 days. 


Dr. ENGLEMAN: Does anybody on the panel use cortisone 
or hydrocortisone in the treatment of hypertrophic arthritis 
or degenerative joint disease? 


Dr. WEINBERGER: Yes, | do. You mean any form 
of these steroids? 

Dr. ENGLEMAN: I mean orally. 

Dr. WEINBERGER: I don’t orally. I was referring 
to the intra-articular use. 


Dr. ENGLEMAN: Yes, all right. Does anybody on the panel 
use it systemically for the treatment of hypertrophic arthri- 
tis? Nobody? Then the next question is: When are the 
intra-articular injections of hydrocortisone acetate 
indicated, and are there any contraindications or dan- 
gers in this procedure? Dr. Davison? 


Dr. Davison: I don’t like intra-articular injec- 
tions of hydrocortisone in rheumatoid arthritis any 
more than I like the systemic use of the steroids in 
the treatment of the disease. In an occasional case in 
which the disease is well controlled except for resid- 
ual swelling and effusion in one. joint, a few injec- 
tions of hydrocortisone will help to prevent the 
recurrence of that effusion, distention of the joint 
capsule and a weak joint. In those instances, I think, 
perhaps it may be justified. | have used hydrocorti- 
sone intra-articularly in patients with osteoarthritis 
very extensively. I think we now have somewhere 
between 5,000 and 6,000 injections of intra-articular 
hydrocortisone in our clinic and private practice 
with very happy results. In the use of intra-articular 
injections in these patients we feel entirely different. 
These patients are anywhere from 65 to 80 years of 
age; they have great difficulty getting about, and 
we feel that by relieving the pain we make it pos- 
sible for them to get about and do things. As we 
are treating them at a time when any damage that 
might result from the steroid in the joint is minimel, 
we feel that this treatment is justified. 
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Dr. EncLteman: Is there any comment, insofar as disagree- 
ment is concerned, from the panel? 

Dr. Heapbey: I’d like to make one point: You 
must distinguish between hydrocortisone (free alco- 
hol) and hydrocortisone acetate. You even see pa- 
pers written where that distinction is not made, and 
there is considerable difference. It is the hydrocorti- 
sone acetate that is used intra-articularly. 


Dr. WEINBERGER: I think that very frequently 
the intra-articular use of hydrocortisone acetate 
in rheumatoid arthritis is a valuable procedure. 
Not infrequently I aspirate fluid from joints for 
diagnostic purposes, and at the same time it is con- 
venient while the needle is still in to put hydrocor- 
tisone acetate into the joint. This affords a good deal 
of symptomatic relief and will be an adjunct to 
physical therapy. I think, too, it is valuable in the 
case of degenerative joint disease, for the symptoms 
are of relatively short duration and one can tide the 
patient over an acute episode without being chained 
to using this repeatedly. If there is even a slight 
question that tuberculous or other infectious arthri- 
tis might be present, one should not attempt intra- 
articular injection. I’d like to expand this question, 
too, to include the local use of cortisone or hydro- 
cortisone acetate elsewhere. I think rheumatoid 
iritis is one of the strongest indications for local 
therapy. It can be one of the most important meas- 
ures in preserving vision. Blindness may result from 
rheumatoid iritis. 


Dr. ENcGLEMAN: If there is no additional comment from 
the panel, we shall proceed to another subject. I must apolo- 
gize, gentlemen; we’ve just been deluged with questions. 
We feel very gratified that we’ve been able to provoke these 
questions, but the shortage of time is such that we can’t 
possibly answer all questions. I should like to proceed now 
to the matter of therapy with gold salts. What is the 
present status of chrysotherapy and under what cir- 
cumstances do you use gold? Dr, Mettier? 

Dr. Metter: In our clinic we have been using 
gold salts since 1940. It is very gratifying, when you 
get a patient with rheumatoid arthritis with swelling 
of the joints, to start him out on gold therapy and 
then perhaps after the injection of nine to fifteen 
doses, observe that the symptoms begin to subside. 
Our results have been recorded and we feel that we 
get satisfactory results in around 75 per cent of pa- 
tients. However, I think Dr. Davison and I are now 
getting old enough so that we can be a little less 
exuberant about some of the treatments. I begin to 
find, disappointingly, that some of the patients even 
after they have responded to treatment will go into 
relapse while they are actually getting the drug. 
However, I still feel that it is the best drug that we 
have for the control of symptoms. 


Dr. ENcGLEMAN: Excuse me, Dr. Mettier, before you 
arrived we decided that aspirin was the drug of choice. 
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Dr. Mettier: Thank you very much, I agree with 
you. For the benefit of the audience I would like to 
say that we are of no definite mind up here, because 
we don’t know the cause of this disease. We don’t 
have the exact cure. What we’re trying to do is gain 
experience with various drugs so that after the end 
of ten or fifteen or twenty years perhaps we can say, 
yes, this drug is of value or of no value. And now, 
at the end of fifteen years’ experiénce with the use of 
gold, I prefer it to any of the others—to cortisone, 
for example. 

Dr. EncLemAN: Do we have any comment from the 
“younger” men? 

Dr. WEINBERGER: Dr. Mettier was one of my 
teachers in medical school and in my training and 
I am delighted to have this opportunity to disagree 
with him! It rarely came up before. The natural 
history of rheumatoid arthritis has been defined by 
the studies of Short and Bauer. They have indicated 
that the results with conservative methods of treat- 
ment are slightly better than the results reported by 
the most enthusiastic investigators using gold o: 
any other method. 


Dr. Heapiey: I would like to agree with Dr 
Mettier. I think gold is a very excellent form of 
therapy for rheumatoid arthritis. We have used 
chrysotherapy for more than ten years in a large 
number of patients. Many of these patients have 
gone into clinical remission with gold salts and the 
remission has been sustained with maintenance 
doses. We usually give 50 mg. intramuscularly each 
week until between 1,000 and 1,500 mg. of the sol- 
uble salt, such as Solganal® or Myochrysine,® has 
been administered. Patients are then placed on a 
maintenance schedule of 50 mg. approximately every 
three weeks. Occasionally a one-week or two-week 
schedule may be reverted to for a short period dur- 
ing an acute flare-up of arthritis. In addition to the 
beneficial effect gold has on the disease process 
itself, 1 think it serves a very useful purpose in keep- 
ing the patient in close contact with the physician. 
We do not allow nurses in our office to give these 
injections, and by giving them ourselves we are 
forced to have frequent personal contact with thé 
patient. This affords an opportunity to reevaluate 
the patient and be sure he is getting his rest, both: 
mental and physical. The physiotherapeutic meas 
ures can be reemphasized and encouragement can 
given so that the patient feels his doctor is sincere! 
interested in him and the many problems that a: 
constantly arising. I believe that some of our p: 
tients who have been on chrysotherapy for a lon 
period are some of our most satisfied patients. 


Dr. ENGLEMAN: Dr. Headley, do you have any commer! 
regarding the toxic effects of gold? 


Dr. HEADLEY: Toxicity does occur with chrys: 
therapy. Fortunately it is not too frequent and ust 


CALIFORNIA MEDICIN 





ally not too severe. The most common toxic effects 
are skin rashes, pruritus and stomatitis. When these 
co occur, the administration of gold usually only 
Las to be discontinued for a shori period of time. 
"his is particularly true if the adverse effects are 
recognized early. That is why it is so important to 
carefully check these patients each time before gold 
silts are administered. After the toxic effects have 
subsided, frequently the gold can be readministered, 
starting with much smaller doses, such as 10 mg., 
end gradually increasing to full dosage schedule. 
However, if further toxicity occurs, particularly 
while on the smaller doses, then this form of therapy 
siould in all probability be discontinued. I might 
say that when more severe forms of gold toxicity do 
occur, often the use of cortisone or hydrocortisone 
is of considerable benefit. 


Dr. Mettier: Dr. Engleman, I might just make 
a remark or two concerning the toxic reactions of 
gold. We’ve had only one death and that was from 
very severe exfoliative dermatitis in a patient in- 
volving the skin over his entire body and the mucous 
membrane of the gastrointestinal tract. We’ve had 
one or two other cases of severe exfoliative derma- 
titis but fortunately the patients pulled through 
possibly with the aid of British anti-Lewisite. Skin 
reaction is the most frequent reaction, and if you use 
gold you must ask the patient each time he comes in 
whether he has a rash or itching in the skin. What 
hasn’t been mentioned is that patients receiving gold 
therapy sometimes have thrombocytopenia with pur- 
puric phenomenon. I reported cases of this kind a 
few years ago. We had to do splenectomy on only 
one case. After the drug had been stopped the plate- 
lets came back to normal. We've had no evidence of 
nephritis or hepatitis in any of our patients. 

Dr. ENGLEMAN: Dr. Davison has an additional comment. 


Dr. Davison: I have just one comment about 
gold salts: Be sure you use a soluble gold salt such 
as auro thioglucose (Solganal) or Myochrysine 
which is a sodium thiomalate, but do not use any 
of the insoluble gold salts because of deposition of 
gold in the tissues which is very difficult to remove. 
Toxicity from insoluble salts is almost impossible 
to correct. 


Dr. ENGLEMAN: I would like to make one comment, and 
that is that I am in complete agreement with Dr. Wein- 
berger on the subject of gold. What is the present status 
of phenylbutazone in the treatment of rheumatoid 
arthritis? Dr. Sacasa? 

Dr. Sacasa: I have not used phenylbutazone in 
the treatment of rheumatoid arthritis with the ex- 
ception of a few cases of psoriatic arthritis, gener- 
ally considered to be a rheumatoid variant. Conse- 
quently my experience with phenylbutazone in the 
treatment of rheumatoid arthritis is very limited. 
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Dr. EncGLEMAN: Do you want to say why you don’t 
use it? 

Dr. Sacasa: I believe that phenylbutazone is too 
dangerous for prolonged administration. Rheuma- 
toid arthritis is a chronic disease and once you em- 
bark on therapy of this sort you may have to carry 
it on fér months or even years, which may prove 
to be too risky in the case of phenylbutazone. I be- 
lieve that this drug may be used to advantage in 
some acute conditions, but this is not in the realm 
of the question. 

Dr. ENGLEMAN: Dr. Weinberger? 

Dr. WEINBERGER: Phenylbutazone would be an 
excellent drug for the treatment of rheumatoid ar- 
thritis, since its analgesic properties are very re- 
markable; but unfortunately it is a very dangerous 
one. There have been a number of deaths from it 
and the complications are not predictable as one 
would like them to be. One must recognize that the 
patient will be under treatment for months to years 
and for that reason cannot use a drug with such 
serious toxic effects. Dr. Engleman has reported, or 
will report, some of these very serious reactions and 
I hope that he will mention some of them today. We 
recently had a patient who had a renal shut-down 
on very small doses and after only a few tablets. We 
have seen hepatitis in addition to the usual compli- 
cations that have been publicized. 

Dr. ENGLEMAN: Dr. Davison? 

Dr. Davison: My only comment is that I agree 
with all that has been said. I think that phenylbuta- 
zone is an extremely dangerous drug and the bad 
part of it is that you may have a patient whom you 
carry along for several months and who is appar- 
ently doing all right, then, unpredictably, a severe 
toxic reaction develops and is very difficult to 
control. 


Dr. METTIER: We have been using phenylbuta- 
zone for almost three years. There is no doubt that 
the patients get considerable relief from pain, as Dr. 
Weinberger said. We have had a few patients who 
have had bleeding from the stomach, presumably 
due to an ulcer. One patient had to be operated 
upon. We have had a few with skin reactions and a 
few patients with thrombocytopenia. One patient 
died but after postmortem examination | think, Dr. 
Engleman, there was a great deal of question as to 
whether that patient died as a result of phenylbuta- 
zone. I am quite content to carry some of these 
patients on a dose of 100 mg. twice or three times 
a day because I think they get more relief from 
this than they do from the use of aspirin. 

Dr. ENGLEMAN: Well, I am in complete agreement with 
everybody except Dr. Mettier. I’m very apprehensive con- 
cerning the undesirable and serious toxic effects of phenyl- 
butazone. We’ve had two instances of agranulocytosis, and 


one of the patients died. I don’t think there was any ques- 
tion concerning the relationship between phenylbutazone 
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and agranulocytosis. We’ve had several instances of very 
serious ulcerative lesions of the stomach and of the colon 
with hemorrhages; there have been cases of perforation. 
Exfoliative dermatitis has been reported. We have now had 
six instances of hepatitis; Dr. James Rinehart, pathologist, 
agrees that this is a toxic hepatitis; and as far as I am 
concerned there is no question concerning the relationship 
of the hepatitis to the administration of phenylbutazone. 


We have some questions that can be answered very briefly. 


What is the present status of vaccine or fever 
therapy? Dr, Davison? 


Dr. Davison: It went out in the Middle Ages. 


What is the present status of massive doses of vita- 
min B,.? Dr. Mettier? 


Dr. MetTTIER: None. 


What is the present status of the use of postpartum 
plasma? Dr. Headley? 


Dr. HEADLEY: Emphatically none. 


Dr. ENGLEMAN: I don’t know what goes on in Southern 
California, but there have been several questions here 
concerning ultrasonic therapy. (Laughter.) Dr. Wein- 
berger, would you like to discuss this? 

Dr. WEINBERGER: Ultrasonic therapy is a measure 
of unproved value. 


What is the present status of x-ray therapy? Dr. 
Sacasa? 

Dr. Sacasa: I believe x-ray therapy is the No. 1 
therapeutic agent that we have at our disposal in 
the treatment of rheumatoid spondylitis. Whether it 


arrests the disease or is merely palliative does not 
concern us at the moment. I believe that it helps to 
relieve symptoms in about 80 per cent of the pa- 
tients. 


Dr. ENGLEMAN: Dr. Mettier? 

Dr. MetTiER: We have used roentgen irradiation 
of the spine in Marie-Strumpell disease since 1942. 
I think the results we have obtained have been won- 
derful. Patients going back that far have come in, 
and, as far as we can confirm, the disease has been 
arrested. There have been a few exceptions where 
there has been a relapse and we have had to give 
a second course of treatment. In patients who have 
had disease for a long time with pronounced defor- 
mity of the spine, still having pain, obtain relief 
from pain by the use of x-ray although it may not 
change the spine very much. Along with the x-ray 
therapy we give physical therapy, which I think is of 
some advantage. 

Dr. ENGLEMAN: This, now, is referring to spondylitis. Dr. 
Headley? 

Dr. HEADLEY: I would like to make just one 
remark. I think Dr. Mettier and Dr. Sacasa will 
agree that when roentgen therapy is given for rheu- 
matoid spondylitis, all segments of the spine which 
are clinically affected (as manifest by pain, tender- 
ness, limitation of motion) should be treated, even 
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though they may not as yet be roentgenographically 
involved. We usually give a total of approximately 
600 roentgen units to each area of the spine where 
the disease is clinically active. 

Dr. ENGLEMAN: May I assume that most of us would 
agree that x-ray therapy probably is not indicated in rheu- 
matoid arthritis of the peripheral joints? 

Dr. METTIER: Occasionally we see a patient who 
may have swelling of the knee with pronounced pain, 
and we have had some dramatic results with the use 
of x-ray therapy in such cases. I do not recommend 
it in general in the treatment of rheumatoid arthritis, 
but for treating isolated swelling in a knee, I do 
think it is of value. 


Dr. Davison: I agree with Dr. Mettier on that. 
My experience in the treatment of spondylitis has 
not been quite so favorable. Certainly, roentgen 
therapy gives excellent symptomatic relief in a very 
high percentage of patients, as Dr. Sacasa pointed 
out, but unfortunately about 40 per cent of patients 
that we treated with roentgen therapy have had some 
relapse. 


Dr. ENGLEMAN: We have a few questions on gout and 
hypertrophic arthritis. Now, Dr. Rhinelander has been 
awfully silent and I’ve been just dying to ask him a ques- 
tion, and so here goes: What can be done for osteo- 
arthritis of the hip, malum coxae senilis? 


Dr. RHINELANDER: That’s a very large question. 
Dr. ENGLEMAN: Just make it brief (Laughter.) 


Dr. RHINELANDER: I think the basis is what was 
discussed earlier—-rest. If a joint is involved and 
is painful, a hip joint in malum coxae senilis, you 
must tell the patient to spare the joint as much as he 
can. He must avoid all unnecessary walking, he 
must avoid climbing stairs, and such. Sometimes a 
type of brace which limits the motion can help, say 
one that prevents rotation and permits only flexion 
and extension. (I am discussing orthopedic aspects 
only. I guess the others will come up later on.) As a 
last resort operation can be done if the pain is very 
severe, if the degenerative changes are very extreme. 
I think in most instances if arthroplasty is done well, 
the pain can be relieved. But you cannot anywhere 
near promise the patient a normal joint. He may 
have to be on crutches after the operation for six to 
twelve months or even permanently. I think the use 
of crutches is one of the most important measures 
and should be begun quite early. If a patient has a 
painful hip joint, put him on crutches. A cane 
doesn’t do much good. It just helps balance, 1! 
doesn’t take any weight off the joint. | think the firs’ 
thing to do is to rest the joint, which includes spat 
ing it as much as possible, limiting activities, an 
using crutches. 


Dr. ENGLEMAN: Do we have any additional comment 
from the internists? 
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Dr. METTIER: I think that a certain amount of 
e.ercise should be given the patient. And you may 
d sagree with me on this, but in people about 80 
y-ars of age who have malum coxae senilis, you’d 
b» surprised at what gratifying results you get in 
the use of oral cortisone. 

Dr. Davison: If we put these people who are 75 
aid 80 to bed, we must think about what happens 
tc them. Not only do they get other things from 
b-ing put to bed, but also they don’t want to be put 
tc bed! They want to be up and they want to climb 
siairs! I think that while arthroplastic operations 
a:e sometimes very valuable, a good many of these 
patients are not good subjects for operation. I would 
advise the use of intra-articular hydrocortisone in 
many of these patients. Sometimes you have to give 
only one injection every three or four weeks. We’ve 
had patients who have gone as long as eight weeks 
between injections who were perfectly comfortable. 
It is very gratifying when a man, say 75 years of 
age, who is brought to your office in a wheelchair is 
given an injection of hydrocortisone into the hip 
and returns two weeks later saying, “Doctor, I can 
go up and down stairs without pain now.” 


Dr. ENGLEMAN: Dr. Mettier, what is the best treatment 
for hypertrophic arthritis of the cervical spine? 

Dr. METTIER: This is a very common condition, 
I’m sure all of us will agree. Hypertrophic arthritis 
of the cervical spine means that there is a lot of 
radiculitis and muscle spasm. | think that aspirin, 
again, is the best drug to relieve pain, but combined 
with that is infrared, massage to reduce muscle 
spasm, and gentle manipulation and stretching of 
the neck to begin with and, later, use of a halter in 
order to stretch the joints and the muscles. I wish to 
emphasize that this is a disease that comes on over 
a period of years. The patient expects immediate re- 
lief and it does not happen. Patients have to have 
treatment over a period of several months and then 
they have to have treatment over a period of time 
from then on for many years, so I wish to emphasize 
that there is no immediate cure or results and that 
treatment carried on over a long period is needed. 


Dr. ENGLEMAN: Dr. Headley, what is the best therapy 
for acute gouty arthritis? 

Dr. HEADLEY: Colchicine is still, in my opinion, 
the best therapeutic agent for an attack of acute 
gouty arthritis: 0.6 mg. of colchicine should be 
given every two hours until the patient has gastro- 
intestinal symptoms, such as nausea, vomiting, ab- 
dominal cramping, diarrhea, etc., or until a total of 
12 to 14 tablets have been taken. In addition, the 
patient should be put at bed rest with complete im- 
mobility of the involved joint. This usually is no 
problem, as the joint is so painful and tender that 
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the patient cannot bear weight on it. Elevation of 
the affected joint sometimes is beneficial, and either 
hot or cold packs (whichever give the patient most 
relief) can be applied. Then the patient must be 
given whatever kind of analgesic agent is required 
to alleviate the severe, agonizing pain. This is one 
of the few places in the treatment of arthritis where 
the use of narcotics may be justified. If codeine does 
not give relief, we sometimes have to give stronger 
narcotics, such as Demerol or morphine (one or two 
injections) until the colchicine has had a chance to 
provide relief. The involved joint should be pro- 
tected from weight of bedclothes by use of a cradle 
if a joint of a lower extremity is involved. The 
patient should also probably be placed on a purine- 
free diet. There are other effective drugs which re- 
cently have been used. Often dramatic results can 
be achieved by the use of phenylbutazone. It is par- 
ticularly efficacious in acute gouty arthritis because 
one is dealing with short-term therapy and hence 
the patient is not subjected to the risks involved with 
this drug when used for a prolonged period, as in 
chronic rheumatoid arthritis. Cortisone and ACTH 
have both been used in acute gouty arthritis with 
good results, but recurrence of the acute arthritis is 
likely when these drugs are withdrawn. Intra-articu- 
lar injections of hydrocortisone acetate sometimes 
are beneficial. However, one must remember that 
colchicine has one tremendous advantage over the 
above-mentioned drugs; that is, it is a specific drug 
for gouty arthritis. If colchicine is given early in an 
attack of acute gouty arthritis and no relief is 
obtained, one should question the diagnosis. Fur- 
thermore, colchicine has no effect on any other type 
of arthritis. Hence it can be used as a diagnostic 
as well as a therapeutic agent. At times it is very 
difficult to make a diagnosis of acute gouty arthri- 
tis if the patient is seen in his first attack or early in 
the disease. Therefore colchicine, because of its 
value diagnostically as well as therapeutically, re- 
mains after all these centuries the drug par excel- 
lence for acute gouty arthritis. F 


Dr. ENGLEMAN: Has anybody on the panel had expe- 
rience with intravenous use of colchicine, and, if so, 
is there any advantage over colchicine given orally? 

Dr. WEINBERGER: We have used colchicine intra- 
venously. At times patients develop gastrointestinal 
irritation before they get a maximum dose of colchi- 
cine. One can give 3 mg. at 12-hour intervals and 
sometimes obtain relief promptly. 

Dr. ENGLEMAN: Following a patient’s recovery from an 


acute attack of gouty arthritis, what advice do you give and 
how do you prevent recurrence? 


Dr. Mettier: My advice is to live a fairly normal 
life. I do not put him on a highly restricted purine 
diet; I do advise him to avoid excesses of fatty foods 
and rich foods. But I feel that we get best results by 
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putting the patient on colchicine, and we have dif- 
ferent ways of doing it. Some patients who have 
severe gout I have take two or three tablets every 
Monday and Friday. We have some patients who 
are taking one tablet of colchicine every day seven 
days a week. Some patients take just one or two 
tablets on Monday and Friday. We vary it a great 
deal, for we are trying to learn something about it. 

Dr. ENcGLEMAN: Is there any additional comment as to 
how one might prevent recurrences of acute gouty arthri- 
tis? Dr. Sacasa? 

Dr. Sacasa: There is another long-term possi- 
bility, and this concerns the use of Benemid.® Some 
authorities believe that acute gouty attacks cannot 
occur in any given joint unless that joint is the site 
of at least a microscopic tophus. Since it has been 
shown that Benemid increases uric acid excretion 
and diminishes the size of the miscible pool of 
urates, it is presumed that by doing away with these 
minute crystals the possibility of gouty attacks in 
that particular joint may also be lessened. In pass- 
ing I would like to state that Benemid is not bene- 
ficial and possibly is detrimental in the therapy of 
acute gouty arthritis. 

Another approach, of course, as Dr. Mettier has 
mentioned, is maintenance doses of colchicine; and 
this has many advocates. Some believe that salicy- 
lates are a great benefit provided they are given in 
high doses in the realm of about 5 gm. a day, con- 
tinuously or interruptedly. Finally, phenylbutazone 
has also been proposed for this purpose but here 
again, as in rheumatoid arthritis we are dealing 
with long term therapy and it may be fraught with 
considerable dangers. Cortisone, likewise, is being 
‘employed in the prevention of attacks of acute 
gouty arthritis. In most instances, however, the 
doses required are rather large and the side effects 
and dangers of large doses of cortisone for pro- 
longed periods have already been emphasized. 

Dr. HeapDLey: As Dr. Sacasa has brought out, 
recent studies indicate that Benemid is probably the 
best uricosuric agent available, and furthermore, 
very little toxicity has been encountered with the 
use of this drug. Hence it should be a very good 
agent to use in the treatment of chronic gouty 
arthritis. However, J] would like to say a word of 
caution. Benemid and salicylates have an antago- 
nistic action and should not be used at the same 
time. It has been shown that salicylates decrease the 
uricosuric effect of Benemid. 

Dr. ENGLEMAN: How much Benemid do you use? 

Dr. HEADLEY: I believe the most commonly ac- 
cepted dosage of Benemid is 1.0 gm. daily. The pa- 
tient is started with 0.5 gm. (one tablet) daily for 
a period of one week and then the dosage is in- 


creased to 1.0 gm. (one tablet morning and night). 
Some advocate larger doses—up to 2 gm. daily— 
but most investigators recommend | gm. daily. 


Dr. WEINBERGER: I would like to emphasize the 
need for keeping the urine alkaline when giving 
Benemid. Uric acid stones occur normally in about 
20 per cent of people with gout. When one pro- 
motes the excretion of urates the tendency to the 
formation of stones is enhanced, so that one should 
give sodium bicarbonate or potassium citrate in 
doses adequate to keep the urine alkaline. The pa- 
tient should be given litmus paper and taught how 
to keep the urine alkaline to prevent the very serious 
complication of deposition of amorphous urates 
calculi in the urinary tract. 

Dr. ENGLEMAN: You also keep the fluid intake up, don’t 
you? : 

Dr. WEINBERGER: Yes—force fluids. 


Dr. ENGLEMAN: What can be done for gouty arthri- 
tis after it has reached the chronic stage? 

Dr. HEADLEY: Colchicine and Benemid are the 
two most effective therapeutic drugs for chronic 
gouty arthritis. In general, the dosage and adminis- 
tration are essentially the same as previously dis- 
cussed in the treatment of the intercritical stage of 
this disease. Cinchophen is now rarely used because 
of its toxic potentialities. There is considerable con- 
troversy as to diet. Some of us still believe that 
restriction of foods high in purine substances and 
avoidance of excessive use of alcohol may be of 
some importance. I would like to mention briefly 
the benefit that may be gained by surgical treatment 
in some selected patients with chronic deforming 
gouty arthritis. Some may be partially rehabilitated 
by the surgical removal of large subcutaneous tophi 
which are painful, unsightly or located so that they 
interfere with locomotion or with certain motions 
because of tendon involvement, or with wearing of 
clothing such as shoes. One thing should be stressed 
from the medical standpoint regarding any surgical 
treatment for patients with gouty arthritis. These 
patients should be placed on a purine-free diet and 
given colchicine, 0.6 mg. three or four times daily 
for at least three days before operation if possible 
These measures should also be carried out during 
the surgical and immediate postoperative period. 
If patients are unable to take colchicine orally post. 
operatively, then it should be given intravenously. 
Penicillin should also be avoided in these patien' 
to prevent the possibility of inducing an attack « 
acute arthritis. 

Dr. ENGLEMAN: I hope everyone present has gotten 
much out of these discussions as I have. Thank you. 


655 Sutter Street, San Francisco 2. 
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Prostatectomy in Private Practice 


A. Review of 589 Cases in a Five-Year Period 


ROBERT J. PRENTISS, M.D., RALPH B. MULLENIX, M.D., 
JAMES M. WHISENAND, M.D., and MICHAEL J. FEENEY, M.D., San Diego 


Data ON 589 cases in which one or another of the 
authors carried out prostatectomy in a five-year 
period were reviewed to evaluate results, to com- 
pare them with results reported in a similar review 
published by the authors in 1949,* and to deter- 
mine whether or not a change in approach to the 
problem might be advisable. 


METHODS 


The usual technique was employed in suprapubic 
and retropubic prostatectomy. No radical retro- 
pubic operations were done. The approach of Belt' 
was employed in all cases of perineal prostatectomy. 
The closure of Vest’ was used in all the radical 
perineal operations. 

Instruments employed in transurethral procedures 
included the Stern-McCarthy and the Nesbit resecto- 
scopes or minor variations of the latter. Isotonic 
irrigating solutions were employed during the last 
two years of the period. Total enucleation of the 
adenomata was attempted transurethrally. Exposure 
of the soft circular fibers of the false capsule or the 
hard, glistening circular fibers of the true capsule 
from bladder neck to external sphincter was accom- 
plished in most cases (Figures 1 and 2). In a few 
cases the operation was planned in two stages, and 
in an occasional case a second procedure was re- 
quired because of technical reasons or because of 
unusual difficulty or inexperience of the surgeon. 
Rarely, an incomplete operation was not finished 
because functional result was adequate without it or 
because the patient did not return for the secondary 
procedure. In cases in which the disease of the 
prostate was benign, the transurethral operation was 
completed in one stage in 94.6 per cent, in two 
stages in 5.3 per cent, and in three stages in 0.1 per 
cent. Two stages were necessary in 4.0 per cent of 
cases of malignant disease. 

Partial prostatectomy, “tunneling” or “reaming” 
operations were not done, although it is recognized 
that a considerable number of urologists still use 
such techniques. 

Of the benign glands (530 cases), 99.4 per cent 
were removed transurethrally. Radical perineal pros- 
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* Prostatectomy was done in 589 cases in a 
five-year period. The operation was done trans- 
urethrally in 530 cases of benign disease and in 
50 cases of malignant lesions. In six cases of 
malignant disease and three of benign, open 
procedures were used. 


Results of transurethral prostatectomy were 
considered good or excellent in 94.4 per cent 
of the cases of benign hypertrophy and in 92 
per cent of the cases of carcinoma. 


It was felt that radical perineal prostatec- 
tomy was advisable for early operable cases of 
carcinoma, but that the transurethral procedure 
was more suitable in almost all cases of benign 
hypertrophy. 


tatectomy was done in six of the 56 cases of malig- 
nant disease and transurethral operations in the 
other 50. In the same five-year period, 26 additional 
patients were diagnosed as having carcinoma of the 
prostate, but received no surgical treatment. The 
total with carcinoma, then, was 82 patients, of whom 
only six (7.3 per cent) had radical prostatectomy. 


SUBJECTS (PREOPERATIVE) DATA 


’ The records of the 589 consecutive patients of the 
series were selected after study of 607 case records. 
Eighteen cases were excluded because the prostate 
problem was minor. Data were incomplete in 26 
cases but the cases were included in the series. Data 
were complete, including follow-up observation, in 
95.6 per cent of the cases. Most of the patients were 
residents of San Diego County, but a few were from 
the Imperial Valley, Arizona or elsewhere. All were 
treated in private practice. The details from hos- 
pital and office charts were correlated on prepared 
protocols, after painstaking search by the authors, 
residents and trained personnel. 

Table 1 is a summary of the preoperative details. 
Data on patients treated by open operation are listed 
in Tables 1 and 2 only to inform the reader, and 
not because of statistical importance or for com- 
parative conclusions. 
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Figure 1—Results of complete enucleation of prostate 
transurethrally. Weight of removed tissue was 135 grams. 
Upper left, preoperative air cystogram. Upper right, post- 
operative air cystogram. Lower left, preoperative urethro- 
gram. Lower right, postoperative urethrogram. 


Figure 2—Schematic drawing of a method of transureth- 
ral prostatectomy, with final appearance and exposure of 
capsule from bladder neck to external sphincter. 


All patients were operated on for objective rea- 
sons; rarely was a subjective indication a large fac- 
tor. Ninety-two per cent had obstructive symptoms. 
The average age of patients who had transurethral 
operation was nearly 70 years, and the range was 
from 43 to 94 years. Nearly 45 per cent were fair 
or poor risks. Over 24 per cent had uremia, and 55 
per cent had pyuria. Fifteen per cent had vesical 
atony. Urethral and meatal strictures were present in 
17 per cent and 10 per cent, respectively. Associated 
conditions, including stones of all types, diverticula, 
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TABLE 1.—Preoperative data on 589 patients with 
prostatic disease 


Benign Malignant 
533 Cases 56 Cases 


Average age in years 69.5 69.6 
Range of age 43-94 43-91 
Per Cent Per Cent 

? 52.0 

Residual urine over 100 cc ; 58.0 
Uremia* , 26.0 
Associated disease ’ 22.0 
Metastasis 4.0 
Previous prostatic operation i 22.0 
Risk—good or fair ; 76.0 


*Urea nitrogen in blood more than 20 mg. per 100 cc. 


reflux, renal changes other than uremia, and bladder 
tumor existed in nearly 30 per cent of the patients. 
Preoperative catheter drainage was needed in 40 per 
cent for an average of 22 days. Prophylactic prosta- 
tectomy was not done in any case. 


POSTOPERATIVE DATA AND RESULTS 


Open Operations. Table 2 is a summary of the 
postoperative data on these patients. Three with 
benign disease who had open operation—one supra- 
pubic, one retropubic, and one perineal—had no 
important complication and results were good or 
excellent. All of six patients who had radical pe- 
rineal prostatectomy had good or excellent results 
without major morbidity. 


Transurethral Operations. Patients with malig- 
nant disease who were subjected to transurethral 
prostatectomy had about the same postoperative 
phenomena as did those with benign disease. The 
amount of tissue removed was less in patients with 
carcinoma, and more of them had persistent pyuria, 
but none had bladder neck contracture. One patient 
with malignant disease later received suprapubic 
injection of Aujos. 


The largest amount of tissue removed at one 
operation was 118 gm. The weight of the gland re- 
moved exceeded 40 gm. in 29.4 per cent of the cases. 
Ten patients had more than 100 grams removed 
transurethrally, and in four this was done in one 
stage. It has been estimated that 20 per cent shrink- 
age of weight occurs in electroresection of prostate 
tissue.® 

Extravasation of urine occurred in 0.8 per cent 
of the 530 patients with benign disease. Drainage 
was not necessary in all cases of extravasation. Per- 
manent incontinence resulted in 0.6 per cent of the 
patients. ‘Early hemorrhage occurred in 3.4 per cen! 
of cases, and two patients died of it. Late hemor 
rhage, which occurred in 4.1 per cent of cases, wa: 
not serious; in the main all that was necessary wa 
evacuation of clots as a procedure in the office 
Lower nephron nephrosis occurred in 0.9 per cen! 


CALIFORNIA MEDICINE 





TABLE 2.—Results of surgical treatment of 589 patients with prostatic disease 


Catheter out—days postoperatively 
Hospital—days postoperatively 

Weight of tissue removed (grams) 
Range of weight of gland (grams) 


Tissue left 

fersistent pyuria 
Jncontinence, temporary 
Incontinence, permanent 
Extravasation 


NII URN ogo Ce ener locas 


Hemorrhage, late 

Lower nephron nephrosis 
Epididymitis 

Siricture of urethra 
Siricture of meatus 
Periurethral abscess 
Bladder neck contracture 
Fever of 102° F. or above 
Mortality 


Results— 


and caused the death of two patients. It did not 
occur after the use of isotonic irrigating solution 
was begun. 

Epididymitis, meatal and urethral strictures oc- 
curred with moderate frequency. Nearly routine 
vasectomy in the present series reduced incidence 
to 5 per cent from 10 per cent in a previous series.® 
However, in the group of 77 patients with intact 
vasa, the incidence of these complications was only 
2.6 per cent. Any “gripping” of a No. 20 (French) 
sound passed routinely after the twenty-first day 
was considered evidence of stricture. Actually 
troublesome meatal or urethral strictures occurred 
in less than 1 per cent of patients. 

Bladder neck contracture, when present, was not 
troublesome. It could be predicted in cases of hyper- 
trophy of the small fibrous type. 

Associated procedures, other than vasectomy and 
meatotomy, included litholapaxy, in 5 per cent of 
patients, resection of carcinoma of the bladder in 
6.4 per cent, and cystostomy in 0.5 per cent of those 
with benign disease. External urethrotomy was not 
necessary in any case. 

The mortality rate was 1.7 per cent in the group 
with benign and 2 per cent in the group with malig- 
nant disease treated transurethrally. Autopsy was 
done in six of the nine cases in which the patient 
died. Two died on the tenth day, of lower nephron 
nephrosis. One died on the day of operation of 
extravasation with shock due to excessive water 
pressure. Two died of postoperative hemorrhage on 
the second day. Two died of progressive heart fail- 
ure on the eighth and eleventh postoperative days. 
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Transurethral Open 


Malignant Disease—. 
Radical Perineal 
6 Cases 


—— Benign Disease ———. 
Transurethral 
3 Cases 50 Cases 


10.33 4.0 21 
18.0 6.0 23 
129.6 17.0 31.0 
95-187 5-45 25-51 
Per Cent Per Cent Per Cent 
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Two died of bronchopneumonia and senile inanition 
on the 35th and 36th postoperative days. The latter 
of these also had recurrent carcinoma of the colon 
metastatic to the bladder. Six of the patients who 
died were over 80 years old, and the average age 
for the group was 79.4 years. The one death among 
the cancer patients occurred on the first postopera- 
tive day and was caused by massive hemorrhage from 
metastatic cancer in the upper retroperitoneal space. 
The results of transurethral prostatectomy were 
good or excellent in 94.4 per cent of patients with 
benign hypertrophy and in 92 per cent of those 
with carcinoma. The latter are more difficult to 
evaluate and, in all probability, the ultimate results 
will be changed. Complications, death and poor re- 
sults are more likely in patients of advanced age. 


DISCUSSION 


The authors’ results in this group are much bet- 
ter than those reported in the 1949 study.® The re- 
sults listed above are better than any noted for a 
comparable series in which open prostatectomy was 
used and they compare favorably with the trans- 
urethral prostatectomy results obtained by other 
observers.” Therefore, the authors feel no need to 
change their indication for, or methods of treating 
prostatic obstruction. It is felt wise to continue to 
use radical perineal prostatectomy for operable 
cancer. Open operations will be indicated by anky- 
losis of the hips or by extremely large size of the 
gland. 
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Results of a recent survey which the authors made 
of West Coast cities indicated that 90 per cent of 
urologists skilled in transurethral prostatectomy 
were trained in, or by men from, the middle west. 
Likewise, the survey revealed that not more than 
one or two centers were giving adequate training to 
residents in transurethral skills. Observation also 
indicated that many residents, inadequately trained 
in transurethral prostatectomy, but adequately 
schooled in perineal operation, change to the ab- 
dominal approach after entering practice. Appar- 
ently, there is a great bias among West Coast urolo- 
gists against transurethral operation. 


The solution of the problem is to emphasize trans- 
urethral skills in resident training in more of the 
centers on the West Coast. This requires able, skill- 
ful teachers to instill self-confidence in the resident 
and to develop his confidence in the procedure. 
Open suprapubic and retropubic operation can be 
learned in a short time. The perineal operation is 
even easier to do, once entrance is made beyond the 
‘rectourethralis muscle, but it take longer to master. 
The transurethral operation is much more exacting. 


Much more time, teaching and experience must be 
given the resident in transurethral operation. Thus, 
the neophyte will develop basic dexterity for future 
improvement. He will then apply his skill according 
to true indication, with full confidence in himself 
and in the method. He will not discard the more 
difficult transurethral operation for the easier (on 
the surgeon) abdominal approach. 
3415 Sixth Avenue, San Diego 3. 
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Prostatectomy in a County Hospital 


A Review of 677 Cases in a Six-Year Period 


GERALD E. HOWE, M.D., and EUGENE S. MAXSON, M.D., San Diego 


A FACTUAL REPORT and a critical analysis of the re- 
sults of prostatectomy done in the San Diego County 
Hospital over a period of six years, 1947 to 1953, is 
presented. The patients were operated upon almost 
entirely (97.5 per cent) by residents under the 
supervision of visiting staff members. For purposes 
of teaching, all methods were employed, but in the 
majority of cases the transurethral method was used. 


The total number of cases reviewed was 737. Sixty 
cases were excluded from the series because of poor 
follow-up or incomplete records. This left 677 con- 
secutive cases. Transurethral prostatectomy was per- 
formed on 620 patients (91.6 per cent). Open pros- 
tatectomy by one of the three classical methods was 
used in 57 cases (8.4 per cent). Of the patients sub- 
jected to transurethral prostatectomy, 79.9 per cent 
had benign and 11.9 per cent had malignant pros- 
tatic obstruction. In the cases in which open opera- 
tion was done, the routes chosen were: retropubic, 
1.5 per cent; suprapubic, 3.5 per cent; and perineal, 
3.4 per cent. In three cases radical perineal prosta- 
tectomy was done. The open prostatectomies are not 
included for statistical value, but to emphasize the 
authors’ recognition of methods other than the 
transurethral. 


PREOPERATIVE DATA 


The operative risk of the patients in this group 
was far worse than in any comparable series of 
private patients, but was similar to that in other 
charity institutions. The average age of the group 
was 73.4 years, and the operative risk was estimated 
at poor to fair in 63 per cent. Obstructive symptoms 
were found in 92.9 per cent, and 41.6 per cent of the 
patients had uremia. The high incidence of pre- 
operative urethral stricture (22.1 per cent) further 
increased the operative risk (see Table 1). 


OPERATIVE DATA 


Transurethral prostatectomy was completed in 
one stage in 85.6 per cent, in two stages in 13.9 per 
cent, and in three stages in 0.5 per cent of the pa- 
tients. The average weight of tissue removed trans- 
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¢ Transurethral procedures were used in 620 of 
677 cases in which prostatectomy was done 
(principally by residents supervised by a urolo- 
gist) at a county hospital in a six-year period. 
Open operations were used in the other 57 
cases. 

Results were classified as excellent’ in 46.8 
per cent of the transurethral cases and as 
"good" in 36.3 per cent. 


urethrally was 25.2 grams from patients with malig- 
nant disease, and 31.5 grams from those with be- 
nign hypertrophy (see Table 2). More than 40 
grams was removed in 29 per cent of cases and 
more than 100 grams in 3 per cent. As little as 4 
grams and as much as 214 grams was removed 
transurethrally. The largest amount of tissue re- 
moved at a single operation was 190 grams. The 
average amount of tissue removed by open prosta- 
tectomy was 104 grams. This weight range varied 
from 35 to 340 grams. Loss of blood, as measured 
during 173 transurethral operations, averaged 230 
cc., or 6 cc. per gram of tissue removed. Ten patients 
who had open operation had an average blood loss 
of 506 cc., or 5 cc. per gram of tissue removed. Asso- 
ciated operative procedures, including vasectomy, 
meatotomy, litholopaxy, perineal urethrotomy and 
transurethral resection of bladder tumors, were car- 
ried out in 65.7 per cent of the cases. 


POSTOPERATIVE DATA 


The catheter was removed on the fifth day after 
transurethral operation and on the fifteenth day 
after open operation. The average postoperative 
hospital stay was nine days after transurethral pros- 
tatectomy and 18 days after open operation. It is 
estimated that the need for domiciliary care for 
many of the patients increased the average stay by 
at least three days. The corrected figures, then, 
would be six days after transurethral and 15 days 
after open prostatectomy. Stricture of the urethra, as 
interpreted by any tightness to a No. 20 sound 30 
days after operation, occurred in 9.5 per cent of 
patients subjected to transurethral prostatectomy. 
True stricture in the ordinary sense of the word oc- 
curred in less than 2 per cent. Bladder neck contrac- 
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TABLE 1.—Preoperative data on 677 patients with 
prostatic disease 


Transurethral Open 
Prostatectomy Prostatectomy 


74.7 
(Per cent) 
52.6 
33.3 
78.0 
Stricture of Urethra ; 14.0 

Previous Prostatic Operations: 
Transurethral t 7.0 
: 0.0 
Risk: Good ; 36.8 


(Per cent) 


ture occurred in 2.6 per cent of patients who had 
transurethral and in 5.3 per cent of those who had 
open prostatectomy. Nearly all the patients in the 
series were examined cystoscopically after opera- 
tion. This led to the discovery of residual tissue in 
the prostatic fossa in 3.8 per cent of patients after 
transurethral and in 7.8 per cent after open prosta- 
tectomy. 


MORTALITY AND RESULTS 


The mortality rate in the group subjected to trans- 
urethral operation was 3.7 per cent, and in the open 
prostatectomy group it was 10.5 per cent. Of the 23 
patients who died after transurethral prostatec- 
tomy, six died of coronary occlusion, four of pul- 


monary embolus, three of lower nephron nephrosis, 
four of septicemia, one of uremia and five of pro- 
gressive cardiac decompensation. Cause of death was 
verified by autopsy in 20 of the 23 cases. The aver- 


TABLE 2.—Results of surgical treatment of 677 patients with 
prostatic disease 


Transurethral Open Operation 
620 Cases 57 Cases 
Catheter out (days postoperative).. 5.1 15.2 
Hospital (days postoperative) 18.0 
Average Weight of Tissue 
Removed (grams) , 104.1 
Persistent Pyuria (months) ; 5.4 


(Per cent) 
Tissue Left . : 
Incontinence, Temporary , 31.6 
Incontinence, Permanent 
Extravasation 
Hemorrhage, Early 
Hemorrhage, Late 
Lower Nephron Nephrosis 
Epididymitis 
Stricture of Urethra 
Stricture of Meatus 
Periurethral Abscess 
Bladder Neck Contracture 
Fever of 102 Degrees F. or above.. 
Mortality 
Results: 

Excellent 
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age age of these patients was 78 years. Of the six 
patients who died after open prostatectomy, two 
died of postoperative shock and hemorrhage, one of 
pulmonary embolus, one of myocardial infarction 
and two of inanition. 

The final clinical results were excellent or good in 
83 per cent of patients who had transurethral pros- 
tatectomy and in 75 per cent of those who had open 
operation. 

925 West Georgia Street, Vancouver, B. C. (Howe). 
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Detection of Cancer of the Lung 


Results of a Chest X-ray Survey in Los Angeles 


XECENT RELIABLE REPORTS indicate that there is a 
real and almost alarming increase in the incidence 
of bronchogenic carcinoma. The Bureau of Chronic 
Diseases for the State of California has compiled 
figures showing an increase in the death rate for 
cancer of the lung in California from 5 per 100,000 
in 1930 to 13.8 per 100,000 in 1950. Cancer of the 
lung has now replaced gastric carcinoma as the first 
cause of death from cancer and recent figures indi- 
cate that in 1953 there were more deaths from this 
form of cancer in males than there were from tuber- 
culosis.' In addition to the real increase in the fre- 
quency of this disease, attention has been focused 
on this form of cancer because of the controversy 
with regard to its relationship to smoking. These 
two factors have thrown the problem of lung cancer 
into probably undue prominence, perhaps not in 
professional literature, but certainly in magazines 
of general circulation. 

In the late 1940’s interest was developed along the 
line of extending the already current x-ray screening 
for tuberculosis to include possible detection of lung 
cancer. Spearheaded by the United States Public 
Health Service and in California by the Bureau of 
Chronic Diseases of the Department of Public 
Health, the concept of coupling the detection of lung 
tumor suspects with the procedure of screening for 
tuberculosis was accepted and placed on a practical 
footing. The first large x-ray screening in the State 
of California in which particular attention was paid 
to suspicion of chest tumor was the one completed 
in San Diego County in 1949. The results obtained 
there were so interesting and of such potential bene- 
fit that it was felt advisable to extend the experience 
gathered during that survey. 

Accordingly, when the Los Angeles County Mass 
Chest X- Ray Survey was organized in 1950 primar- 
ily for the purpose of detecting tuberculosis, due 
cognizance was taken of the importance of follow-up 
of persons suspected of chest tumor who might be 
discovered in the same x-ray screening. With the ap- 
proval of the Cancer Committee of the Los Angeles 
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¢ In a mass survey by x-ray minifilm in Los An- 
geles County, apparently suspicion of cancer of 
the lung was reported in more than 90 per cent 
of cases in which the condition existed. 

Of the patients who were appropriate for 
resection with intent to cure, 35.8 per cent had 
"three-year cures." This high cure rate indicates 
that if the condition is detected early by the 
survey method and “curative’’ operation is 
done, cure rate for lung cancer may be much 
higher than is usually thought. 


County Medical Association and with funds made 
available by the Bureau of Chronic Diseases of the 
California Department of Public Health, a Registry 
was organized into which were placed all possible 
chest tumor suspects detected in the Los Angeles 
County Survey to facilitate prompt treatment and to 
collect and report end results. 

This survey was begun early in 1950 and was 
completed by the end of that year. During that pe- 
riod, a total of 1,867,201 minifilms of persons were 
taken. More than four years has elapsed since the 
inception of that mass screening, and more than 
three years since its completion. Because of the 
organization of the Chest Tumor Registry and the 
follow-up that has been continued on these cases, 
it is now possible to report three-year follow-up 
figures from this group. 

Of the nearly 2,000,000 persons surveyed, 64,745 
were asked to return for confirmatory roentgeno- 
grams, of whom 54,648 complied. The findings on 
the confirmatory roentgenograms are shown in 
Table 1. Of the 5,646 confirmatory roentgenograms 
designated as showing “Other Chest Disease,” ex- 
actly 3,500 were deemed as possibly representing 
chest tumor and as such were placed in the Chest 
Tumor Registry. This gives an incidence rate for 


TABLE 1.—Findings on confirmatory roentgenograms 


Essentially negative 

Evidence of old healed disease. 

Tuberculosis 

Cardiovascular disease 

“Other chest disease” (included neoplasm 
suspects) 


Total confirmatory roentgenograms 





TABLE 2.—Occurrence of possible tumors detected on 14x17-inch chest roentgenograms in ten surveys 


No. of 
Possible Tumors Rate per 1000 


City County Included State Persons Examined (14x17-in. films) Persons Examined 


Georgia 43 
North Carolina 58 
Wisconsin 37 
Minnesota. 

District of Columbia 

Washington 

Washington 

Washington 


Savannah 


Milwaukee 
Minneapolis 
Washington 


NINN 7 Ee oe ee ee Utah 


tumor suspects of 1.9 per 1,000 examined in the 
survey. This rate is significantly higher than in other 
surveys (Table 2) and probably may be attributed 
to a high index of suspicion in the Los Angeles sur- 
vey, for the actual incidence of lung cancer in Los 
Angeles County seems to be somewhat lower than 
the average for other urban population areas.® 


There was rather pronounced delay on the part 
of both physician and patient in establishing a defi- 
nite diagnosis in many of these cases. One year after 
the completion of the survey, one-fourth of the per- 
sons in whom tumor was suspect were still in the 
process of investigation and diagnosis was pending. 
It has been stated that cancer of the lung is the 
most readily detectable of the so-called inaccessible 
or internal cancers. While this is true, one other 
point in regard to lung cancer should be stressed. 
This is the fact that “symptomatic or clinical” cancer 
of the lung is seldom curable. By the time symptoms 
have developed sufficiently to make the patient aware 
that something is wrong, the disease has usually 
progressed to a stage at which it is, if not inoperable, 
certainly incurable. Cancer of the lung, if it is to be 
cured, must be treated surgically while it is still in 
the asymptomatic or preclinical phase. What can be 
accomplished when it is discovered in the “silent” 
or asymptomatic phase? Overholt® recently reported 
that, when prompt treatment followed discovery of 
cancer in the silent phase by x-ray survey, all lesions 
were resectable, that 75 per cent showed no evidence 
of lymphatic spread, and that all patients in this 
group were still living at the time of his report. In 
contrast, when the patient and/or the physician 
waited until there were symptoms, approximately 90 
per cent of the lesions had extended beyond the lung 
and the possibility of cure was less than 10 per cent 
for this symptomatic group. 

The final status of the investigation of the 3,500 
persons in whom lung tumor was suspected is shown 
in Table 3. Most of the categories are self-explana- 
tory. The 117 cases designated as “Other disease, 
treated,” included a miscellaneous group of cases, 
mostly inflammatory lesions, tuberculomas, dia- 
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TABLE 3.—Final status of chest tumor suspects 
Category Number Per Cent 
Chest neoplasm ruled out 1,955 

Refused treatment 6 


Other disease, treated 
Lesion metastatic 

Clinically benign, not treated 
Confirmed chest neoplasm 


TABLE 4.—Classification of neoplasms in cases in which 
diagnosis was confirmed 


Malignant 
Bronchogenic carcinoma 213 
Sarcoma and others 7 
79 


Total confirmed neoplasms 339 


TABLE 5.—Operative summary for bronchogenic carcinoma with 
operative mortality (total bronchogenic carcinomas, 213; 
operability rate, 53 per cent) 


Operative 
Number Operative Mortality 
of Cases Deaths Per Cent 


Total bronchogenic carcinomas 
operated on ll 8 7.1 


Exploratory thoracotomy only 28 1 3.6 
Resection: 


Palliative 0 0 
Curative: 
Lobectomy 2 10.0 
Pneumonectomy 5 10.0 


phragmatic hernias, etc. There were a total of 117 
major operations, mostly curative in nature, with 
an operative mortality of only 3.4 per cent. 

The group designated as “Tumor, clinically be- 
nign, not treated,” included all cases in which there 
was a definite x-ray report of chest tumor, but in 
which operation was not done because the patient 
was asymptomatic, and in which the clinical course 
indicated the tumor was benign. This group in th: 
present study corresponds clinically to a group in 
another series, reported upon by Overholt,® in which 
about 45 per cent of “silent” lesions, unverified 
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TABLE 6.—Status of patients with registered bronchogenic carcinomas as of May 1, 1954 


Untreated Cases 


Total bronchogenic carcinomas 
Died, intercurrent disease* 
Total determinate casest 


Failures: 
Died of carcinoma 
Alive with carcinoma 
Operative death 
Lost with disease 


Successes: 
Alive, free of cancer 


3-year “cure rate,” per cent 


*Not included in determining 3-year cure rate. 





Exploratory Palliative Curative 
Thoracotomy Resection Resection 


28 15 70 
soe 3 
15 67 


14 33 
1 3 
0 7 


0.0 0.0 


tExcludes those dying of intercurrent disease but free of recurrent carcinoma from calculation of end results. 


before exploration, were found to be malignant when 
thoracotomy was done. It is assumed that additional 
cases of bronchogenic carcinoma will eventually be 
reported in this group.* 

The classification of the neoplasms in cases in 
which diagnosis of tumor was confirmed is shown 
in Table 4. Of the 79 patients with benign tumors, 56 
were operated upon with intent to cure and there 
was no operative mortality. The tumors grouped as 
“sarcoma and others” were mostly lymphomas of 
the mediastinum or other miscellaneous malignant 
processes involving the mediastinum. 

Data on operation in cases of bronchogenic car- 
cinoma are summarized in Table 5. Operation was 
done in 113 of the 213 cases of proven bronchogenic 
lesions, an operability rate of 53 per cent, which 
compares favorably with operability rates from 
specialized clinics. Resection was done in 85 cases or 
75 per cent of those in which operation was carried 
out. This is an exceptionally high resection rate 
and probably reflects the fact that in a relatively 
large number of cases in the group the lesions were 
early and asymptomatic. Since 15 of these resec- 
tions were definitely stated to have been palliative 
in intent, they were excluded in calculating the end 
results, which are summarized in Table 6. The 
three-year “cure rate” of 35.8 per cent for this 
group of curative operative cases is much higher 
than the cure rates similarly calculated in other 
réported series and must be at least partially due 
to the fact that the group contained a relatively 
high percentage of early asymptomatic cases dis- 
covered in the x-ray survey. It might be argued 
that by the time five years has elapsed, the conven- 
tional time selected for evaluation of end results, 
the “cure rate” will be substantially lower and in 
line with other series. This is probably not true. 
Bronchogenic carcinoma is an aggressive disease 
and runs a rather rapid and acute course. If there 

*Since compilation of these figures, six additional cases from this 


group have been reported to the Registry as being proven cases of 
bronchogenic carcinoma. 
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is to be recurrence, it is usually evident soon after 
operation. In other series, the three-year and the 
five-year survival rates are essentially identical.? + 
This leveling off of the recurrence rate after three 
years has been repeatedly commented upon. 


Another factor pointing to the probability that 
the group included a large number of early lesions is 
the fact that 79.3 per cent of all bronchogenic lesions 
in the group were stated to have been discovered by 
the x-ray survey and hence were probably either 
asymptomatic or only recently had begun to cause 
symptoms. One other measure of the effectiveness of 
a survey method in picking up bronchogenic carci- 
noma is available. During the years 1950-1952 in- 
clusive, a total of 1,903 persons died of broncho- 
genic carcinoma in Los Angeles County. These death 
lists have been checked against the alphabetized lists 
of those who had minifilms taken in the survey. In 
1950, the year of the survey, only 27 persons who 
had minifilms reported “negative” for chest lesions 
died of bronchogenic carcinoma. Considering the 
fact that 213 confirmed bronchogenic lesions were 
discovered that year through the survey, and that 
probably in many of the 27 cases “missed” in the 
survey the roentgenographic evidence of the disease 
did not develop until after their minifilms had been 
taken, it is apparent that less than 10 per cent of 
persons even though harboring early bronchogenic 
carcinoma will be missed by such an x-ray survey. 

2009 Wilshire Boulevard, Los Angeles 57. 
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A Program of Treatment for Retarded Children 


TODAY AS NEVER BEFORE attention is focused on the 
problem of dealing with retarded children. Several 
magazines of wide circulation over the nation have 
carried articles recently with such challenging titles 
as “The Mentally Retarded Can Be Helped.” Phy- 
sicians as a professional group are dedicated to alle- 
viating the physical and mental suffering of fellow 
human beings, and we have a feeling of satisfaction 
when a patient responds to electroconvulsive therapy 
or when we complete a difficult life-saving operation 
successfully. Today, we can have that same feeling of 
satisfaction with the mentally retarded, for we know 
with newer techniques of therapy many mentally 
retarded persons in hospitals can be helped to the 
degree that they may be returned to their homes and 
communities. 

The problem of mental retardation is not of so 
great a scope as the problem of mental illness. Even 
so, it is estimated that 1 to 3 per cent of the entire 
population of the United States is mentally retarded. 
Pro-rated, this would be 120,000 in California. 

Mental retardation is actually no more a disease 
than fever is a disease. Both are symptoms of an 
underlying process. The list of etiological factors in 
mental retardation is as long as the list of causes of 
fever. Broadly, mental retardation may be due to 
' either organic or functional causes. Many physicians 
have seen the results of tests of the intellect of a re- 
gressed schizophrenic person. Few do better than 
achieve an intelligence quotient of the imbecile level. 
Only through careful observation, thorough history, 
physical and neurological studies and a battery of 
projective psychological examinations can the proper 
differential diagnosis be made. As to the organic 
causes of mental retardation, there are infections 
such as rubella, toxoplasmosis, syphilis and encepha- 
litis. There are cerebral traumata of all types, brain 
neoplasms and cerebral vascular anomalies and dis- 
eases; toxins such as manganese and carbon monox- 
ide; the effects of x-ray and erythroblastosis fetalis; 
and there are endocrine diseases such as cretinism. 
Less numerous, but important, are hereditary causes 
such as tuberous sclerosis, neurofibromatosis, the 
dysostoses, Tay-Sachs disease, gargoylism, phenyl- 
pyruvic oligophrenia, Wilson’s disease and Schil- 
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JAMES T. SHELTON, M.D., Porterville 


* Mental retardation is a symptom of an under- 
lying disease process. In California state hos- 
pitals for the retarded an accurate dynamic 
diagnosis is possible through utilizing the knowl- 
edge of neurology, psychiatry, pediatrics, 
psychology, social service, rehabilitation, 
education, the laboratory and trained psychi- 
atric technicians. A program of "custody" is 
archaic and we are returning to the concept 
of training, treatment, and turnover. This kind 
of program is essential in order to avoid build- 
ing new hospitals at the cost of millions of 
dollars every few years. 


Parent organizations for retarded children 
are expanding in ever increasing number. Spe- 
cial education programs in public schools, fos- 
ter care homes and sheltered workshops may 
make admission to hospitals unnecessary and 
aid return of patients to the community. 


der’s diseases. Lastly, a common cause of mental 
retardation is mongolism, a condition which still 
must be considered as having unknown causes. 

Fortunately, today we have the tools with which to 
diagnose accurately and better guides for prescrib- 
ing individual treatment plans. We have physicians 
thoroughly trained in neurology, psychiatry, and 
pediatrics; psychologists who administer a battery 
of tests, rather than one Stanford-Binet; psychiatric 
social workers who probe for psychodynamic fac- 
tors in the family and social history; laboratory 
workers with complement-fixation tests, biochemical! 
studies and the electroencephalogram; and, finally, 
at the core, trained psychiatric technicians who make 
the observations that are so essential to an accurate 
dynamic diagnosis. 

The goal is the development of each patient to th 
maximum of his ability. Only by determining each 
child’s individual needs can this goal be achieved 
Today, in the field of mental retardation the intelli. 
gence quotient of a patient is no longer looked upo: 
as a measure of limits. There is ample case materi 
to demonstrate that if a child receives intensive hab 
and development training, is taught proper feedin 
and elimination habits, learns to socialize and is a 
cepted and receives attention instead of rejection 
the “I.Q.” may raise many points. This means th 
the potential of the child had not previously bee 
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recognized. No psychological test can measure poten- 
tial accurately enough to warrant a statement that a 
child is “hopeless.” 

In California, programs at state hospitals for men- 
telly retarded persons are devoted to the rehabilita- 
tion of as many very severely retarded children as 
possible. Although the population of the hospitals 
consists of all age groups, the highest proportion is 
made up of children under 16 and the waiting lists 
for admission reflect this. 

After going through a nonproductive period of 
treatment procedure known as “custody,” in which 
patients were placed on stools, benches, chairs or 
camisoles, or were retained in the hospital because 
they were doing a job “indispensable” to the hos- 
pital, we are returning to the concept of treatment, 
training, development and discharge. Almost dis- 
appeared is the concept of controlling the problem 
through eugenics. It is known that the average se- 
verely mentally retarded patient, especially the mon- 
goloid, is virtually sterile. The Kallikaks, Pineys, and 
Jukes were extreme exceptions to the rule, but un- 
fortunately they became the prototypes in the minds 
of many. 


PROGRESS BY PARENTS' GROUPS 


Springing up throughout the country has been a 
development almost unparalleled for its rapid spread 
—the banding together of parents of retarded chil- 
dren. Starting in New York and New Jersey, the 
organization has spread rapidly, to become a dy- 
namic, forceful, flexible and progressive group that 
believes that mentally retarded patients can be 
helped. In California the group is called the Cali- 
fornia Council for Retarded Children and there are 
dozens of groups located in nearly all the 59 counties 
in the state. New groups are constantly started and 
it is difficult to receive the most current information 
rapidly enough. The work is correlated with the 
Department of Mental Hygiene through Sonoma, 
Pacific and Porterville state hospitals. 


Parent groups are a forceful voice to the state 
legislature. They are fighting for better care both in 
hospitals and in the communities, fighting for in- 
creased staff for hospitals, and struggling for spe- 
cial education programs within the community pub- 
lic schools, known as Point 1 and Point 2 programs. 
These names come from the Education Code Sec- 
tions 9801.1 and 9801.2. Point 1 is a mandate by 
statute that each county provide special classes for 
mildly retarded youngsters in the public schools. 
Point 2 is permissive. It provides by statute that 
special classes may be provided for moderately re- 
tarded children. The parent groups are hoping to 
make this program mandatory also. 
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Parent groups and special education classes in 
public schools have everything to do with the pedi- 
atric treatment program for mentally retarded chil- 
dren. Unless the children will be accepted back into 
the community after receiving intensive habit and 
developmental training, the program will tend to 
falter. 

The hospitals for mentally retarded persons have 
many children much more severely retarded than 
those that the community public schools will accept. 
For convenience they can be called Point 3 chil- 
dren. When the emotional problems are treated, 
when the physical health is made top-notch, when 
the children are given opportunity to socialize and 
develop real habit training, these children become 
eligible for Point 2, if not Point 1 programs in the 
community. The older patients can be trained to 
become partly self-sufficient, and if sheltered work- 
shops are available they can become economically 
useful. 

When it is not possible for the parents or relatives 
to take back a trained child, foster-care homes are 
used. It is significant that more than half of the 
patients in foster care at one hospital are at the 
imbecile level or below, yet they do adjust outside 
the hospital. Often in foster homes improvement 
continues in the child, above and beyond what the 
hospital can do, since no hospital can duplicate the 
environment of the home. The solution to over- 
crowding and the way to long range reduction in 
cost by helping to eliminate the need for new hos- 
pitals every few years, is to treat and train patients 
to the point at which they can be returned to their 
own homes or placed in foster-care homes. 

At Porterville State Hospital the staff has agreed 
on several basic policies which, it is felt, will better 
accomplish the basic goal—the development of a 
patient’s capacities to the maximum based on his 
individual needs. 

First, we believe strongly in the power of words. 
We decry the use of such terms as “low grade” 
“charge attendant” and “I.Q.” to cite a few. We 
have seen these terms used much as “nut house” once 
was used for our splendid modern hospitals for the 
mentally ill. We call our nursing employees by the 
title they have earned, Psychiatric Technician. We 
have discarded ward cards at the Porterville hospital 
because our experience indicated the technician 
tended to pick out the 1.Q. from the card and then 
everything that followed in a treatment plan was 
based on the I:Q. The intelligence quotient has its 
uses, but we also know that classification based on 
it is fraught with inaccuracy. 

Second, we believe that the treatment program 
must be for the patient, not the hospital. If a vital 
service of a hospital must be discontinued when the 
key “working” patients are placed in foster homes, 
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there is strong reason to believe the treatment pro- 
gram is based on the needs of the hospital rather 
than of the patient. We feel paid civil service em- 
ployees should perform all the services necessary to 
run a hospital. 

We shall never have enough employees so long as 
patients carry some of the work-load, for the legis- 
lature sees that the work is being done and questions 
the need for more paid employees. 

Patients cannot be expected to maintain the sani- 
tary conditions expected of an employee with normal 
mentality. The public health aspect is reason alone to 
condemn work by patients in such important areas as 
laundry, food handling and care of toilet facilities. 

Third, we believe employees should do the jobs 
for which they are trained. For our technicians, this 
is the nursing care and welfare of the patients. We 
do not wish our employees to work out of their civil 
service classification. This may work a hardship in 
some hospital sections but we feel that a civil service 
assistant or helper, and not a trained psychiatric 
technician, should aid these sections. 

Fourth, we believe in the team approach, already 
used with much success in many state hospitals. We 
feel the center of the team must be the ward tech- 
nician. The advisors or counselors are the psycholo- 
gist, the psychiatric social worker, the school teacher 
and the rehabilitation therapist. The captain and 
leader of the team is the ward physician. He is the 
responsible supervisor. The goal of the team is to 
help the patient. The ward technician is encouraged 
to develop the parental role. We have both male and 
female employees on the same ward so as to give a 
proper parental balance. Many of our wards are 
mixed so that little boys and girls learn how to live 
together socially. The team formulates the treatment 
program for each patient individually. The treat- 
ment program is called habit and developmental 
training. All patients receive regular daily training 
in brushing teeth, in eating, in making beds and in 
bowel and bladder control. Added to this is a recrea- 
tional program from simple tasks and amusements 
for the severely retarded to more organized recrea- 
tion for the moderately retarded, such as ball games 
and occupational therapy. Our school program has 
two parts, one carried on in the school proper and 
oriented to the Point 2 level and the other held on 
the wards and oriented to the Point 3 level. We 
are developing our own techniques as we go along 
in this controversial Point 3 program, which is for 
children formerly called untrainable. 

Through our program we have seen children move 
from bottle-feeding to eating solids in one week. In 
difficult cases of bowel training the use of glycerin 
suppositories is helpful. The big sister and big 
brother concept works marvels in enhancing the 
training program. 
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Our program is devoted to the development of our 
employees as well as our patients. We encourage 
well trained employees who are sympathetic yet 
firm, ingenious and patient, and who will make 
commonsense leaders. 

How can we further improve the treatment pro- 
gram for the mentally retarded children? May | 
recommend first a spirit of optimism, for without it 
why should we remain in the field of mental disease ? 
I would recommend a revision of our archaic stat- 
utes and the use of modern terms and modern con- 
cepts. I would recommend the team approach. Diag. 
noses can be improved through a consensually valid- 
ated approach by the team and a workable treatmen: 
plan devised. I would recommend intense effort 0: 
the part of the hospital to develop community a 
ceptance of the program carried on at the hospita! 
By these means, perhaps we shall be able to state 
that our program is then oriented to developing oui 
patients to the maximum of their ability, a goal few 
of the human race ever attains. 

P. O. Box 2000, Porterville. 


Discussion by S. F. CASALAINA, M.D.* 


As Dr. Shelton has pointed out, many factors 
enter into shaping a pediatric treatment program. 
Please permit me to emphasize a few more of these 
factors. The present trend in the Department of 
Mental Hygiene (of California) is to return to the 
community as many patients as possible who no 
longer need hospitalization. At the Pacific State 
Hospital as many as 300 patients are returned yearly 
to the community. (This does not include the un- 
authorized absences that occur from time to time.) 
As a result of this now established policy, the statis- 
tical branch of the Department of Mental Hygiene 
has recently informed us that the average intelli- 
gence quotient of our patient population has de- 
creased from around 36 to 33. I am also certain that 
the average age of our patients will decrease sharply 
when a thousand more beds are added at our hos- 
pital. This will mean that over 60 per cent of our 
population will be under 16 years of age and ap- 
proximately 70 per cent will fall either in the imb« 
cile or idiot groups. This brings me now to my 
main point. 

In a psychiatric patient-centered hospital such as 
our state hospitals for the mentally retarded, there 
certainly appears to be a definite need for a specia! 
ist known as a pediatrician. By definition a pedia- 
trician is a physician who cares for and treat 
children. In a recent discussion with our consu! 
ing pediatrician, | asked him casually, “When is 
child rto longer a child?” And, in all earnestness, !\: 
replied that in the ordinary course of events, 
pediatrics as it is generally practiced, the chrono 
logical age lies somewhere around 16. However, in @ 
setting such as our hospitals for the mentally re- 
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tarded, we refer to patients who are 60 years of age 
as children, fully cognizant of their chronological 
age but also cognizant of the facts that emotionally 
and intellectually many of these patients are in effect 
children. Actually we feel that over 50 per cent of 
our patient population will fall within the group 
that would be treated by a pediatrician. 

Recently I overheard a discussion centered around 
the subject of what is a pediatrician. The pediatri- 
cian was said to be the child’s own personal doctor. 
The pediatrician was compared with the general 
practitioner, who in days gone by was the adult’s 
own personal physician. It was further proposed 
that the pediatrician should be able to take care of 
ail the needs of a child. This would include surgical, 
neurological and orthopedic conditions, just to men- 
tion a few. He would not refer his little patient to an 
allergist, or to a cardiologist, or to an internist, but 
would carry out the necessary treatment himself. By 
no means does this imply that other physicians 
would not be called into consultation regarding 
some particularly perplexing problem, but it does 
imply that the pediatrician would remain the child’s 
own personal physician. Of course, such a pediatri- 
cian would also be psychiatrically oriented; and this, 
in our state hospitals, would be helpful to say the 
least. 

I would like to touch upon some particularly diffi- 
cult problems that present themselves in our treat- 
ment program. Time and again I have heard our 
consultants say that our patients do not react to 
disease as do their other patients in the community. 
Not only are the consultants (and this includes our 
hospital medical staff) handicapped by the fact that 
the patient cannot give any information or history 
concerning the illness, but entirely new diagnostic 
techniques have to be developed in order to come to 
a decision as to when or whether to operate. A tem- 
perature of 101° F. might easily denote hyper- 
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pyrexia in one person whose usual daily tempera- 
ture is 94° F.; and many patients survive a tempera- 
ture over 108° F., which under “normal” circum- 
stances would cause death. Presumably because two- 
thirds of our patients fall below a mental age of five 
years, we are constantly plagued with numerous skin 
rashes and upper respiratory conditions. Many of 
these upper respiratory conditions would rapidly 
terminate as bronchopneumonia were it not for the 
rigorous medical treatment the patients now receive. 
Many texts still carry the legend that the life expec- 
tancy of a mongoloid child is 14 to 17 years. A regi- 
men of good competent nursing care, vigorous and 
adequate treatment plus the fact that some of us do 
not believe everything we read has demonstrated 
that the life expectancy can be longer than that. 

More and more it is being demonstrated that fecal 
impaction is not a textbook curiosity, but actually in 
our setting may be as prevalent as the common cold 
is in other communities. Both Sonoma and Pacific 
State hospitals have gone through a trying period 
with infectious hepatitis. The exanthemata run their 
seasonal course year in and year out and are not as 
innocuous as one would be led to believe. Eleven 
deaths occurred in one month (February) several 
years ago during a particularly severe measles epi- 
demic. As of this time, we have not had any expe- 
rience with the problems of infancy, from birth to 
one year of age. However, the time is rapidly ap- 
proaching when we will have about 60 bassinets for 
infants in whom the diagnosis of mental deficiency 
can be made at birth. These will bring many treat- 
ment problems that will have to be met, which makes 
us lean more and more toward the idea that in our 
particular table of organization the “physician and 
surgeon III” position should be filled if at all pos- 
sible by a pediatrician—one having the training 
previously described. 





Enuresis 


A Critical Review of the Symptom 


THERE ARE FEW PROBLEMS in pediatric practice, or 
in psychiatric practice for that matter, that are more 
troublesome to physician, parent and patient than 
enuresis. Enuresis is usually defined as the involun- 
tary passage of urine by persons more than three 
years old. This does not mean that a child is called 
enuretic at the age of three and a day; the outer 
limits are more elastic. The problem is one that 
seems to impel parents and physician to “do some- 
thing,” and yet the physician ought not be stampeded 
into doing “something, anything to get rid of this.” 

Data from the Johns Hopkins Clinic indicated 
that some 26 per cent of the complaints at the psy- 
chiatric service of the clinic were concerned with 
bedwetting, and that in 78 per cent of the cases of 
enuresis, the condition was life long. Fifty per cent 
of patients with enuresis wet the bed daily. The 
peak incidence of the complaint was between 8 
and 11 years, which probably means that persistence 
of enuresis to that age led parents to seek help 
rather than that it is truly more frequent in that 
period. At Bellevue Hospital, one-fourth of enuretic 
patients were over seven years of age. 

Bedwetting is an annoying symptom, but what if 
it is simply ignored? In the great majority of cases 
it ceases in puberty. Why not, then, just let it go 
instead of going through strenuous procedures? 
Why, in taking routine psychiatric histories of 
adults, is inquiry made about the presence or ab- 
sence of enuresis in childhood? Why do psychi- 
atrists stress the importance of enuresis as a clue to 
later personality problems? 

The way children control their bodies establishes 
the pattern of their general self-control. A child 
unable to control his body, usually is unable to con- 
trol feelings. He cannot wait; every whim has to be 
fulfilled immediately. He becomes furious and help- 
less when crossed, bursting out in temper tantrums 
which overwhelm him in the way, as one writer put 
it, “the stream of urine overwhelms the body.” 

To establish bladder control is important because 
it means self-control; to establish self-control is one 
of the foundations of education—to enable the child 
to be consistent and insistent in his efforts to reach 
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¢ Enuresis is a symptom for which many kinds of 
treatments ranging the gamut of unscientific 
medical practices have been tried. To establish 
bladder control at the appropriate age is im- 
portant because it means self-control, one of 
the foundations of a healthy personality. In 
most children with enuresis there has been no 
convincing demonstration of organic pathology 
of the urinary system. The cure of enuresis lies 
in the correction of psychological causal fac- 
tors such as sibling jealousy, suppressed hostile 
feelings and sex difficulties. Routine urologic 
investigation of enuresis is unwarranted and 
unkind, unless there is a valid medical indica- 
tion. Any therapeutic program for enuresis 
should center upon the child and not his 
bladder. 


certain goals, even if getting there takes labor, time 
and patience. Some of the bedwetting children steal, 
one of the reasons being that they must have what 
they want immediately; they cannot ask their par- 
ents’ permission, or wait until the next holiday 
comes around when presents are in order. 

When they get into school many are often poor 
students, however intelligent they may be, because 
they cannot apply themselves, cannot concentrate, 
cannot follow orders. They are unable to control 
their impatience in learning, as they are unable to 
wait until they get to the bathroom at night. They 
want to succeed immediately or they give up. Some 
of these children frequently get into trouble sexu- 
ally because in this matter, too, they lack control 
and have to follow every urge immediately. The 
establishment of bladder control becomes one of the 
crossroads of education and character foundation. 

The foregoing does not hold true of all enuretic 
children. Some children are difficult to manage, 
others are completely ruled and dominated by their 
mothers, are timid and lacking of initiative. The 
conviction of a child that he is unable to control his 
body gives him a feeling of being unable to achieve 
anything and he feels discouraged in trying any. 
thing new. Frequently the timid sort of bedwetter is 
conspicuous by his dirty, neglected appearance, anc 
his whining crybaby attitudes. He gets beaten up by 


CALIFORNIA MEDICINE 





other children and does not know how to defend 
himself. It is interesting to see how the appearance 
o! such a child improves when he is able to master 
his bladder even for one night. (No wonder physi- 
cans and parents are easily led to “try anything.” ) 

The effects of bedwetting on the general well-being 
aid on character formation are such that it is vastly 
i;portant to help the child overcome this difficulty, 
tc take responsibility for his own micturition. Yet 
even this great importance is not reason enough to 
“ry anything” to stamp out the symptom. 

In the vast majority of children with enuresis 
there has been no convincing demonstration of or- 
ganic disease of the urinary system as the cause. 
Incidentally, children with bladder and urethral in- 
juries have been helped to achieve bladder control 
as long as the bladder sphincter was intact. Studies 
have been done to determine the role of the specific 
gravity of the urine, and in many children the spe- 
cific gravity is lower during the night. The fact that 
many enuretic children are highly sensitive to cold, 
damp weather or excitement does not establish a 
causal relation. Some studies have shown a rela- 
tively large proportion of enuretic children have 
abnormal electroencephalograms. But coincidence 
does not always spell causal relationship. 

Spina bifida, local irritation, phimosis, balanitis, 
urethrotrigonitis, congenital urethral obstructions of 
varying degrees, and adenoids have been considered 
causal to some degree or other but, except for a case 
here or there, the evidence is unconvincing. The 
author has observed cases in which boys of six or 
seven years of age, who had achieved sphincter con- 
trol at an early age, became enuretic after circum- 
cision. Circumcision is no cure for enuresis and 
there is really never any valid reason to recommend 
it for enuresis. Depth of sleep has been blamed but 
many bedwetters are light, restless sleepers. Inciden- 
tally, electroencephalographic studies of the sleep 
habits of bedwetters show that their sleep level is 
lightest at the moment of micturition. Epilepsy and 
hysteria have been blamed and it is possible that 
enuresis may be one symptom in the complex of 
symptoms composing epilepsy or hysteria. Inherent 
inferiority of the urinary system, and enuresis as a 
symptom of choice to realize a variety of goals, has 
been proposed as an explanation. But what is “in- 
herent inferiority of the urinary system,” and what 
are tenable criteria of “inferiority”? They do not 
bear objective scrutiny. 

The foregoing may occasionally play a role in a 
case here or there but are not important as causal 
factors. The influence of training and parental atti- 
tudes is a much more frequent important factor. 
Maternal over-protection, maintenance of the infan- 
tile state of the child long after it is appropriate, is 
an important factor. An extreme example is the case 
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of a seven-year-old girl who was adoringly carried 
about in the arms of her parents on every possible 
occasion. She never had to do anything she did not 
want to. Enuresis and infantile speech were among 
many symptoms of general immaturity. 

A syndrome has been described suggesting that 
the condition is the result of a developmental abnor- 
mality characterized by the familial nature of the 
condition, a “sensitive bladder” throughout life, and 
a sense of urgency. It is more likely that this syn- 
drome fosters the folklore notion of a “weak blad- 
der” or “weak kidney,” and that it is “hereditary” 
is more likely the persistence of the family tradition 
of enuresis. 

Lack of opportunity for adequate training is an 
accessory factor in rural homes or in crowded urban 
areas where toilet facilities are outdoors or in the 
basement. Inconvenience of opportunity to void 
leads to the use of the bed for that purpose. At a 
recruits camp while in the naval service, the author 
had occasion to see many enuretic men from back- 
grounds where there was lack of opportunity for 
toilet training and a family tradition of enuresis. 
Enuresis often ceased with marriage and its de- 
mands. 

Psychiatrists, by and large, are not inclined to 
regard enuresis as a “bad” habit but rather as a 
complex symptom in most instances. The psycho- 
genesis of enuresis is well recognized by them, and 
the importance of various emotional difficulties in 
the production of this symptom has been rather 
well studied. Rarely is it the only symptom in the 
patient and there are usually behavior problems and 
unhealthy personality features associated with it. 
The behavior problems include eating problems, 
temper tantrums and stealing. Unhealthy personality 
features range from whining irritability to aggres- 
sive behavior to timidity and seclusiveness. 

Enuresis after an illness or an operation or during 
separation for any reason from the parents, or upon 
arrival of a new baby in the family, is well known. 
Nagging, punitive attitudes of a parent, fear of harm 
from persons of the opposite sex, sexual fantasies 
and repressed aggressive impulses are other dynamic 
factors. The dynamic factors operating in a particu- 
lar case can be determined only by a careful history 
and a psychological evaluation of the child. 

While most children are dry at night by the age 
of three years, the tendency today is to allow for 
individual differences and not label a child enuretic 
until after the age of four years if a girl and five 
years if a boy. Bedwetting persisting beyond these 
age limits requires careful evaluation and investiga- 
tion. No intelligent child likes to be a bedwetter or 
to endure the psychological consequences. 

Parents certainly do not like the bother of a 
wet child and damp bed. They react with annoyance, 
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irritation, impatience, anger more often than not— 
and it is hard to maintain an attitude of either calm 
ignoring or calm disappointment if the wetting con- 
tinues day after day. Yet parents’ attitudes are very 
important because the secondary symptoms pro- 
duced in the child by punishment, scolding or other 
measures—symptoms like embarrassment, lack of 
self-confidence, feelings of guilt and inadequacy, 
feeling different or physically tainted, sensitiveness, 
unhappiness, feeling defeated—may be present in 
varying degrees and may be as difficult to deal with 
as the primary symptom. 

It is a messy business and when pressures at home 
are great enough, they are usually dumped into the 
lap of the pediatrician to “do something.” Parents 
are ingenious in their efforts to “do something.” 
What they do depends upon their temperament. In- 
terestingly, they resort largely to punitive measures. 
Making a child wash fouled linen, rubbing soiled 
linen in the child’s face, making a boy wear girls’ 
clothes, threats of operations or of doctors doing 
dire things, forcing the wearing of diapers, name 
calling—these are some of the “corrective” methods 
attempted. 

The medical profession has often forgotten that 
the child and not his bladder stands in the center of 
any therapeutic program for enuresis. Also, in the 
vigorous attack upon the symptom, the medical 
profession was violating one of its basic teachings— 
that one attacks the causes and not the symptom 
alone. And, simply stated, since the majority of enu- 
resis cases originate in psychologic problems, the 
attack might be directed toward the resolution of 
these problems—and by psychological methods. 

In the 1930’s the mechanical and surgical proce- 
dures devised were many—tying of the prepuce at 
bedtime, closure of the orifice with collodium 
at night, clamping the penis, presacral neurectomy, 
circumcision and tonsillectomy, to mention a few. 
One still sees circumcision recommended as a cure 
for enuresis. 

Various drugs and endocrine preparations have 
been used and are still being used—urotropine, cal- 
cium salts, quinine, camphor, trasentin, benzedrine, 
desiccated thyroid, pituitary extract and _testost- 
erone. Belladonna is still a widely recommended drug 
and its physiologic action well known to physicians. 
Testosterone is still widely used to improve bladder 
muscle tonus. Benzedrine is used to allay the over- 
activity or overanxiety of the child. Note that with 
most measures the attack is on the bladder. 

Dubious methods, euphemistically labeled psycho- 
logical, like rudeness, scolding, hypnotism or giving 
bitter-tasting medicines were also tried. Dietary re- 
strictions play a role too. Limitation of fluids and 
ample salt late in the day were popular and are 
used today. Some physicians recommend 5 gm. of 
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salt or a very salty sandwich before retiring in order 
to bind fluid, so that less will be in the bladder. 

Despite occasional success, children continued to 
wet. When there is such a diversity of therapeutic 
measures, surely there must be suspicion that we 
have not arrived at an appropriate therapeutic meas- 
ure. And when successes come from such a diversity 
of methods, perhaps the methods are not so impor- 
tant. Perhaps, in the last analysis, the procedure 
meant something to the participating children in the 
direction of alleviating anxieties, hopelessness, and 
guilt about a “bad” habit—plus freedom from par- 
ental pressures and relief in a doctor’s taking over 
the responsibility. Perhaps the interest the physician 
showed in the children was a paramount factor. 

One may speculate as to why the vigorousness of 
the attack on enuresis, particularly as to the puni- 
tive, cruel measures so commonly employed. The 
same attitude is noticed in dealing with thumbsuck- 
ing, soiling and masturbation problems. Perhaps 
such symptoms arouse anxiety disturbances in the 
adults dealing with them, who then react in a harsh 
punitive way to suppress these disturbances by sup- 
pressing the stimulators. Enuresis is labeled a “bad” 
habit, with the emphasis on “bad,” and we do tend 
to punish “bad” things. 

Certainly, if there is any medical indication, uro- 
logic procedures are necessary. But routine use of 
urological procedures is not warranted. To hear that 
“vigorous cystoscopy” or “urethral dilatation” will 
cure the “habit” is a little disheartening, for they are 
no more than the barbaric practices of the past 
dressed up in the guise of modern medicine. True, 
enuresis may stop after such a procedure is carried 
out; but enuresis is a symptom, often a complex one, 
and suppression of symptoms is not the goal of 
scientific medical practice. Nor is suppression of a 
symptom ever to be confused with the eradication 
of a condition producing it. 

Today, a great deal is heard about various “con- 
ditioning” apparatuses and the great successes 
achieved with them. It is true that in many instances 
the symptom, enuresis, ceases. It is true that chil- 
dren, defeated and hopeless with their bedwetting, 
are buoyed up by their success. But it is also true 
that “conditioning” of this kind is primarily a symp- 
tom remover, and that, as with the more primitive 
measures used, factors more important in the suc- 
cess than the method may be the interest shown in 
the child, the wanting to help him, to remove him 
from his shameful status, to relieve his anxieties, 
guilt and hopelessness. A question not satisfactorily 
answered is: What happens when a symptom is sup- 
pressed by these methods? Long-range careful stud- 
ies of children exposed to the conditioning apparatus 
are necessary, for it is probable that unless the psy- 
chological climate in which the unhealthy symptom: 
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are produced is resolved, suppression of a symptom 
merely produces another in some other area or sys- 
tem. The author has observed a number of children 
in whom conditioning was not successful, and also 
successfully conditioned children with new symp- 
toms. 

A recent study at University of California, Los 
Angeles, the subject of a doctoral thesis by M. 
Kahane, testing the efficacy of conditioning as a 
treatment for nocturnal enuresis was most illumi- 
nating. Although all patients in the experimental 
group using the conditioning apparatus responded 
successfully for at least one month after treatment, 
symptom remission was transitory. Thirteen of the 
21 patients had relapse at intervals of one to seven 
months following treatment. Of the 22 untreated 
enuretic children in the control group, ten had spon- 
taneous remission of symptoms within a month 
following contact with the examiner. In this group 
remission occurred more often in older children. 
In both experimental and control groups, behavioral 
change followed symptom remission. In the condi- 
tioning group, improved adjustment did not neces- 
sarily follow symptom remission. In the control 
group, however, all patients who had spontaneous 
remission of symptoms also manifested improved 
adjustment. In studies made by others of the use of 
conditioning apparatus, success was reported in a 
high proportion of cases, but controls were lacking. 

Accessory measures, like limitations of fluids, 
waking the child, keeping a chart and rewarding 
the child for dryness have their value in certain in- 
stances but they are only accessory. Drugs and 
manipulations ought to be avoided. As Kanner 
stated, the aim is “strengthening the child’s self- 
reliance in an atmosphere of freedom from punitive 
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and otherwise hostile practices, from pseudomedical 
notions, and from anxieties superimposed on the 
enuresis.” 


The therapeutic approach to the problem of enu- 
resis, granted no organic disease—fortunately rare 
—is as follows: 


1. Removal of punishment and disparagement 
by all persons dealing with the child, especially the 
parents. Cruel, punitive attitudes on the part of par- 
ents must vigorously be discouraged, and the nature 
of enuresis explained. 


2. Manipulations and drugs are to be avoided. 


3. The physician should help the child to view 
enuresis as a symptom not as “badness,” relieving 
his guilt. The physician becomes the child’s ally, 
and guides the parents. (Cessation of drugs and of 
manipulations provides the child the safest guaran- 
tee that he is not physically ill.) 


In Kanner’s experience, the pediatrician helping 
parents with their attitudes, and both helping and 
encouraging the child who is considered an individ- 
ual and not merely as a bladder, is likely to be suc- 
cessful. The author’s experience and inclination has 
been to encourage pediatricians to deal with enure- 
sis in most cases, and not automatically refer the 
patient to a psychiatric clinic or to a psychiatrist, 
although they may need psychiatric counsel to guide 


them or tide them over. Of course, there are very 
complex cases in which referral to a psychiatrist is 
indicated. 


If the pediatrician tries to understand the child 
and his needs and deals with him as an individual, 
then treatment becomes facile and rational. 


Child Guidance Clinic of Los Angeles. 
1408 North Vermont Avenue, Los Angeles 27. 
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Mass Surveys and Selective Case-Finding 


Two Tools for Tuberculosis Control 


THE PERIOD of diminishing returns of traditional 
case-finding methods is here. New methods of selec- 
tive case-finding are needed to discover unknown 
cases of tuberculosis and eventually to eliminate the 
disease as a public health problem. One such method 
of selective case finding, which was introduced in 
Tulare County in 1953, is presented herewith. It is 
thought that it may provide an additional valuable 
tool for the tuberculosis control program of local 
health jurisdictions. 

Tulare County, with population of 145,000, cov- 
ers an area of nearly 5,000 square miles. It is 
almost entirely rural; 70 per cent of the residents 
live in the nonincorporated parts of the county. 

Distances are considerable. From the county seat, 
Visalia, it is 20 miles to Dinuba in the north, 32 
miles to Earlimart in the south and 31 miles to 
Porterville in the east. 

The Tulare County Health Department, in addi- 
tion to its Visalia headquarters and primary center, 
maintains branch offices in Dinuba, Tulare and Por- 
terville, and assigns nurses and sanitarians to work 
out of these offices. Prenatal clinics, child health 
conferences, immunization clinics and venereal dis- 
ease clinics are conducted in these offices, bringing 
’ services of the health department within the reach 
of a majority of the county’s population. 


Tuberculosis Control Program Until 1952 
Until 1952, the tuberculosis case-finding program 


was conducted with a mobile 70 mm. chest x-ray: 


unit carrying out traditional mass surveys. A weekly 
chest clinic was operated at the Visalia office for 
the initial follow-up examination of persons with 
“suspicious” mass survey x-ray films and for in- 
vestigations of persons in contact with those sus- 
pected of having tuberculosis. An outpatient clinic 
at the Tulare-Kings Counties Tuberculosis Hospital 
in Springville was the diagnostic facility and the 
case supervision center. Springville is located in the 
foothills of the Sierra Nevadas, 47 miles from Visa- 
lia, and it is not served by a public transportation 
facility. 

The New Plan 


In the fall of 1952, the Tulare County Health 
Department obtained the use of a second mobile 70 


The author was formerly health officer of Tulare County. 
Submitted August 13, 1954. 
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* The productivity and effectiveness of the tra- 
ditional mass x-ray survey method of tubercu- 
losis case-finding were compared with those of a 
selective use of mobile miniature x-ray equip- 
ment. In Tulare County, California, two mobile 
miniature x-ray units were operated independ- 
ently of each other. One unit conducted com- 
munity-wide, pre-planned surveys, while the 
other unit operated a regular weekly schedule 
of mobile screening clinics in four cities in the 
county. 

The main features of the selective screening 
program were: (1) Extensive use of the physi- 
cian referral method; (2) utilization of the unit 
for contact investigation; (3) interpretation of 
the minifilm and mailing of film and report to 
the family physician one day after the screen- 
ing clinic. 

Results: Mass survey found one case of tu- 
berculosis per 2,200 minifilms taken; cost per 
case found, $475. Selective screening program 
found one case per 292 minifilms taken; cost 
per case found, $111. Of all cases of tubercu- 
losis reported in 1953, 8 per cent were found 
by mass survey and 18 per cent by selective 
screening. 


mm. chest x-ray unit, to be operated by the depart- 
ment until the Tulare County General Hospital 
would be ready to operate an admission x-ray serv- 
ice in its new clinic building. The temporary availa- 
bility of two mobile x-ray units made it possible 
during 1953 to plan to conduct two parallel case- 
finding programs in order to attempt a comparison 
of the productive value of the mass x-ray survey 
with that of a selective case-finding program. 

The following was the plan for the operation of 
the two programs: One unit (Unit I) was to be 
used to conduct mass surveys in communities 
throughout the county, surveys of high school an: 
college‘ students, of farm labor camp inmates, an‘ 
of visitors to county and district fairs. This program 
was the continuation of one which had been deve! 
oped over a period of five years and which had bee: 
well accepted by the community. The other uni! 
(Unit II) was to be placed on a regular schedule 
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TABLE 1.—Attendance at scheduled mobile x-ray clinics (Tulare County, 1953) 


Total Physician Referrals— 


Month Attendance 


January 297 
February 315 
676 
691 
434 
451 


435 


November 
December 105 


971 


visiting four cities in the county—Visalia, Tulare, 
Dinuba, and Porterville—on four successive days 
each week. 


The Mass Survey Program 


Preparations for Unit I activities consisted of 
carrying out community health surveys by sanitar- 
ians and public health nurses to stimulate local in- 
terest in community health problems, recruiting 
community organizations to sponsor the program, 
giving talks to service clubs, and getting newspaper, 
radio and television publicity. 


Interpretations of the 70 mm. films taken by Unit 
I were obtained by double reading of each miniature 
film by the staff of the Tulare-Kings Counties Tuber- 
culosis Hospital. Reports were sent to the patients. 
Suspicious films were rechecked with 14x17 films in 
the weekly chest clinic in the health department in 
Visalia. The films were developed immediately, were 
reviewed by a chest specialist, and the patient was 
advised of the tentative impression. Further steps 
were then decided upon after consultation with the 
family physician. 


The Scheduled Mobile Clinic Program 


Before it was put into use, this plan was presented 
to the Public Health Committee of the Tulare County 
Medical Society and was approved by it. Later, the 
County Medical Society also approved of it upon 
recommendation by its Public Health Committee. 

The schedule of weekly mobile x-ray clinics oper- 
ated by Unit II, was publicized through the health 
department’s regular news outlets and was made 
known especially to all physicians, public health 
nurses and school nurses. Referrals of patients by 
physicians, of persons with known exposure to tuber- 
culosis, and of persons with symptoms of chest dis- 
ease coming to the attention of nurses were particu- 
larly solicited. Self-referrals of persons over 15 years 
of age were accepted, but no effort was made to en- 
courage them on a large scale. 

Two films were taken of each patient. They were 
developed daily and were read the following day by 
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Other Referrals 


Self 
Per Cent Referrals (Schools, Public Health Nurse, etc.) 


7.4 231 +L 
11.7 206 72 
13.9 365 217 
13.7 382 214 
12.4 174 206 
17.5 272 
23.0 310 91 
18.6 321 33 
19.3 453 20 
16.7 430 4 
19.8 400 12 
14.4 457 140 


15.8 4,001 1,153 


a qualified physician. A form letter of information 
with advice regarding follow-up, if indicated, was 
mailed to the patient on the same day; at the same 
time, one of the two films taken and the interpreta- 
tion of it were sent to the family doctor. In the case 
of patients referred by physicians no letter was 
sent to the patient. The follow-up was carried out by 
the family physician or, if none was available to the 
patient, in the weekly chest clinic in Visalia. 


Utilization of Unit II by Private Physicians 


Acceptance by the medical profession of the selec- 
tive case-finding program and of the new use of 
miniature chest x-ray equipment, was slow at first. 
However, there was a gradual increase in the num- 
ber of patients referred to the mobile clinics, and 
the total volume of persons examined also grew 


(Table 1). 


Comparative Statistical Evaluation (Table 2) 


During the year, Unit I took 18,414 miniature 
chest x-ray films. Nine new cases of active tubercu- 
losis were found among them, representing 8 per 
cent of all new cases found in Tulare County in 
1953. The ratio was 2,200 x-ray films taken for each 
active case found. 


Unit II took 6,125 miniature chest x-ray films, 
and 21 new cases of active pulmonary tuberculosis 
(18 per cent of all new cases found during the year) 
were discovered thereby. The ratio was 292 x-ray 
films for each active case found. 


Effect on Tuberculosis Control Program in 
Tulare County 


The introduction of this new method of case- 
finding in the county stimulated awareness of the 
need for early diagnosis of tuberculosis. A lowered 
threshold of suspicion among the county’s physi- 
cians brought about a significant increase in the 
number of cases of tuberculosis reported in the 
minimal and moderately advanced stages, while the 
number of far advanced cases declined. Only 32.4 
per cent of all cases of pulmonary tuberculosis were 
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TABLE 2.—Number of cases of tuberculosis reported; by stage of disease, method of case-finding, and percentage of cases (approxi- 
mately) in each category (Tulare County, 1951-1953) 


1951 
Method: 

—70 mm.—. — Other 
No. Per Cent No. Per Cent 
5 26 15 14 
Moderately advanced.. 7 37 34 = 32 
Far advanced 56 54 


Stage of Disease 


Total pulmonary 
tuberculosis 105 =100 
Other tuberculosis........ .... 11 


Total tuberculosis 116 


——Unit I— 


No. Per Cent 


ee slesecedy 25 
Moderately advanced 4 50 
Far advanced 2 25 


Total pulmonary tuberculosis 8 100 
Other tuberculosis...............................2.... 1 


Total tuberculosis....... 9 


Total number films taken (1953) : 


first reported in the far advanced stage, while in 
1952, 47 per cent, and in 1951, 51 per cent had been 
in that category. 


Cost of Program 


The cost of the entire case-finding program, in- 
cluding the operation of the weekly follow-up clinic 
in Visalia, was approximately $20,000. 
The cost per case found was: 


Mass survey program $1,111.00 
Mobile clinic program 


Both programs combined... 


—Total——. 


No. Per Cent 


— Unit II— 


No. Per Cent 


1952. 
Method: 
—70 mm.—. ther——. 
No. Per Cent No. Per Cent 


16 2 29 20 25 
33 3 42 22 27 
51 2 29 39 48 


7 100 81 100 
11 


7 92 


Method—_______________——_- 

-—Total 70 mm.— —Other-——_. 
No. Per Cent No. Per Cent 

30 8 31 25 32 

45 13 42 25 32 

25 7 27 27 36 


100 28 100 71 100 105 
2 9 ll 


30 86 116 


Number of films taken per case found: 


COMMENT 


It is believed that selective case-finding, as done 
by the mobile chest x-ray clinic method introduced 
in Tulare County in 1953, can contribute materially 
to the discovery of cases of tuberculosis in an early 
stage. The method was of value in obtaining better 
correlation between private physicians and the 
health department in the control of tuberculosis. An 
additional dividend in Tulare County was the good 
working relationship between the health department 
and the private medical profession, to the develop- 
ment of which this program contributed materially. 

101 Grove Street, San Francisco 2. 
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Aphthous Stomatitis 


The Failure of Local Hydrocortisone Therapy to Affect Healing Time 


JUST AS IN OTHER DISEASES of varying or obscure 
cause, the treatment of aphthous ulcer has been 
smpiric and sometimes haphazard. Among the medi- 
caments proposed or currently in use are antibiotic 
lozenges, silver nitrate or other chemical cautery, 
antihistamine, vitamins and smallpox vaccination. 
Claims for varying degrees of success have been 
made, but the consensus seems to be that the healing 
time is not altered by treatment. 

Because of the anti-inflammatory and antiallergic 
effects of hydrocortisone, it was decided to conduct 
a controlled study on the effects of local application 
of this material. 


MATERIALS AND METHODS 


Subjects were students who presented themselves 
at the Student Health Service, University of Cali- 
fornia, Los Angeles. A placebo ointment of petro- 
leum jelly resembling Cortef® brand hydrocortisone 
(2.5 per cent) was used. Hydrocortisone was used 
in alternate cases. The two ointments were labeled 
A and B and the identity of each was unknown to 
the investigating physician. 

After the diagnosis had been established, the stu- 
dent was instructed in the proper use of the oint- 
ment. A small amount of the material was placed 
at the center of a one and a half inch square pad of 
gauze and applied directly to the lesion. The part 
of the pad on which there was no ointment served 
to absorb saliva and prevent washing away of the 
ointment. The patient was instructed to apply the 
material in this fashion three times a day, to keep 
the pad in place a half hour, and to refrain from 
eating or drinking for a half hour after it was re- 
moved. The lesions were inspected by a physician 
every day or every other day. 

Clinical data obtained included information as to 
age, sex, associated diseases, history of recurrent 
oral ulcers, allergic sensitivity, dietary indiscretions, 
dental disease, emotional factors and recent colds. 
The location, severity of the lesion, duration before 
treatment, duration after treatment, and subjective 
and objective evidence of improvement were re- 
corded. 


From the Student Health Service, University of California at Los 
Angeles, Los Angeles 24 


Submitted October 28, 1954. 
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ARTHUR U. RIVIN, M.D., and 
RICHARD THOMAS BARTON, M.D., Los Angeles 


* Many forms of therapy have been tried for 
aphthous stomatitis in the past without success. 
The effect of hydrocortisone was tested because 
of its anti-inflammatory and antiallergic action. 
Little benefit was derived from such therapy in 
a series of 26 patients as far as healing time 
was concerned but many were noticeably re- 
lieved of pain. 


Twenty-six patients, 17 men and 9 women, were 
treated in a period of six months. Fourteen received 
hydrocortisone ointment and twelve were treated 
with placebos. Although the study was chiefly con- 
cerned with the treatment trial, the following inci- 
dental observations were of interest: There was no 
distinct relationship between the onset of ulcers in 
the mouth and the presence of any other disease or 
special dietary history. There was no apparent emo- 
tional relationship. Half of the patients had been 
subject to recurring oral ulcers. In three-fourths of 
the cases the lesions were located inside the lower lip 
near the alveolar gutter. 

The average duration in days from the time of 
application of the medication to the time of healing 
was four and one-half in the hydrocortisone treated 
cases, and four and three-quarters in the placebo 
treated cases. The average duration in days from 
the time of application to the time of subjective re- 
lief from pain was two in the hydrocortisone treated 
and three in the placebo group. Average time in days 
from onset of the lesion to healing was nine and one- 
half in the hydrocortisone treated and ten in the 
placebo treated. Five of the hydrocortisone treated 
patients volunteered the information that they had 
immediate relief of pain after the first application. 
None of those who received the placebo spoke of 
relief of pain. No untoward effects were noted from 
the use of hydrocortisone ointment. 


CONCLUSIONS 


The application of hydrocortisone as a 2.5 per 
cent ointment directly to aphthous mouth ulcers did 
not affect the healing time. In a few cases there 
appeared to be more rapid relief of pain than was 
obtained with placebo medication. 

1245 Glendon Avenue, Les Angeles 24. 
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Coexistent Arrested Disseminated 
Coccidioidomycosis and Boeck's Sarcoid 


FRANK W. ELLIS, M.D., Long Beach 


FEw IssuEs in the field of internal medicine have 
aroused more interest, speculation and controversy 
in recent years than the question of the cause of 
sarcoidosis. The literature on the subject is already 
massive and it is not the purpose of this case report 
to discuss this problem or to suggest another etio- 
logic theory for this clinical entity. The following 
case of the coexistence of arrested disseminated coc- 
cidioidomycosis and Boeck’s sarcoid is presented 
as a medical curiosity only, since a review of the 
literature on both diseases does not disclose a sim- 
ilar case. 


REPORT OF A CASE 


A 29-year-old Negro male laborer was admitted 
to the Long Beach Veterans Administration Hos- 
pital on January 14, 1953, with complaint of “pain- 
ful lumps in the neck” of six months’ duration. 
There were no other complaints and the patient did 
-not at first admit to previous illness or hospitaliza- 
tion. He was healthy-appearing and fully ambula- 
tory on admission. 

The patient did not appear acutely or chronically 
ill. The temperature was 98° F., the pulse rate 80, 
and respirations 16 per minute. The blood pressure 
was 100/80 mm. of mercury. There was generalized 
enlargement of lymph nodes, most pronounced in 
the cervical, suboccipital and axillary areas. The 
nodes were from 1 cm. to 3 cm. in diameter and 
were nontender, discrete, rubbery and freely mov- 
able. There were plaque-like, elevated hyperpig- 
mented skin lesions over the cheeks, right eyelid, 
right external nasal orifice, both external ears and 
the dorsum of the right forearm. There was an old 
atrophic, almost invisible scar over the lower third 
of the right tibia and a fine linear scar on the pos- 
terior aspect of the neck, both residual of suppurat- 
ing coccidioidal abscesses in 1950. The liver and 
spleen were not palpably enlarged. 


Laboratory examinations showed leukopenia, 
normal hemoglobin, normal sedimentation rate, nor- 
mal liver function, and negative serologic tests for 


From the Medical Service, Veterans Administration Hospital, Long 
Beach 4. 
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syphilis. Serum protein content was 4.0 gm. of albu- 
min and 4.2 gm. of globulin per 100 cc. 

X-ray examination of the chest showed prominent 
lobulated bilateral hilar adenopathy (Figure 1). In 
films of the skull (Figure 2), an ovoid bone defect, 
8 x 10 mm., was noted in the posteroinferior portion 
of the left parietal bone. No abnormalities of the 
hands and feet were noted in x-ray examination. 

Reactions to skin tests with purified protein de- 
rivative strengths 1 and 2 were negative, as were 
results of tests with histoplasmin and coccidioidin. 
No organisms were noted in smears, specially stained 
specimens, cultures for acid-fast bacilli and fungi, 
and guinea pig inoculations with material from three 
cervical nodes, from the right cheek and from the 
granulomatous lesion of the right nares. A Kveim 
test was not done because the test material was not 
available. 


ibis 


Figure 1.—X-ray film of chest, January 1953. 
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Figure 3.—Cervical lymph node replaced by a group of 
monotonous, coalescing sarcoid granulomas (225). 


The pathologist's report on biopsies of cervical 
nodes, skin and nasal mucosa was as follows: “The 
lymph node is replaced by a group of monotonous 
coalescing sarcoid granulomas, which consist of epi- 
thelioid cells and occasional Langhans’ type giant 
cells. There is minimal central necrosis of these 
granulomas and sprinkling of lymphocytes through- 
out [Figure 3]. 
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Figure 4.—Skin—almost the entire dermis is replaced by 
sarcoid granulomas (225). 


“The skin shows almost the entire dermis replaced 
by granulomas. The arrangement of the epithelioid 
cells into small tubercles with an occasional Lang- 
hans’ type giant cell and little or no eosinophilic 
necrosis is characteristic of sarcoidosis [Figure 4].” 

On the basis of clinical and laboratory data the 
diagnosis of sarcoidosis was established in a healthy 
young Negro male with lymphadenopathy (particu- 
larly mediastinal), skin lesions, bone lesion, hyper- 
globulinemia, leukopenia, lymph node and skin bi- 
opsies indicative of sarcoidosis, and with negative 
reaction to skin tests and no growth of organisms 
on bacterial and fungal cultures. 

Meanwhile, the patient having volunteered that 
he had been hospitalized elsewhere in 1950, the hos- 
pitalization record was obtained. Following is a 
brief abstract of it: 


The patient was admitted March 29, 1950, with 
complaint of weakness, loss of weight, fatigue, ab- 
dominal pain, fever, “knots behind the ears” and a 
draining sore on the ankle of one month’s duration. 
Pertinent past history was that he had picked toma- 
toes the last four months of 1949 in Bakersfield, 
Kern County, California. 


On admission the patient was described as a thin, 
emaciated, toxic young Negro male with tempera- 
ture of 190° F., pulse 106 and respirations 22 per 
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minute. There was bilateral postauricular and sub- 
occipital adenopathy, with a fluctuant lesion in the 
right: suboccipital area and fluctuant lesions over 
both lower extremities. 

Leukocytes numbered 7,400 per cu. mm. of blood 
—72 per cent polymorphonuclear cells, 11 per cent 
lymphocytes, 9 per cent monocytes, and 1 per cent 
eosinophils. Erythrocytes numbered 4.25 million per 
cu. mm. and the hemoglobin content was 11.0 gm. 
per 100 cc. The sedimentation rate was 66 mm. in 
one hour. Serologic tests for syphilis were negative. 
There was negative reaction to a skin test with puri- 
fied protein derivative but a test with coccidioidin 
was positive in a dilution of 1:10. No abnormality 
was noted on spinal fluid examination or liver func- 
tion tests. There was no growth of organisms on 
cultures of blood. The serum protein content, deter- 
mined on three occasions, was 8.0, 8.1, and 9.1 gm. 
per 100 cc., the respective globulin values being 4.1, 
4.0 and 4.3 gm. Coccidioidomycosis complement- 
fixation determinations were positive through the 
eighth dilution (1:128) on four separate determina- 
tions (April 13, April 21, June 22 and August 3, 
1950). 

The following roentgenographic observations 
were noted: “Skull films show an irregular 2 cm. 
osteolytic lesion in the left posterior parietal region 
just anterior to the lambdoid suture involving both 
tables of the skull. A few similar 3 to 4 mm. areas 
of focal osteoporosis are seen in the lower occiput 
in the midline [Figure 5]. Chest film shows bilat- 
eral hilar and left paratracheal adenopathy with a 
semiconfluent infiltrate throughout the left upper 
lung field [Figure 6]. Spine x-rays negative. Hands 
and feet negative. Right ankle: There is a 1 cm. de- 
structive area in the anteromedial portion of the 
tibia.” 

On May 5, 1950, 20 cc. of yellow pus was aspi- 
rated from the left occipital area abscess and a cul- 
ture of Coccidioides immitis was obtained. Again 
on July 1, 25 cc. of pus was obtained from a drain- 
ing left postauricular node, and doubly refractile 
spherules were seen in direct smear of the material. 
Coccidioides immitis also grew on a culture of the 
pus. There were two more positive Coccidioides cul- 
tures reported on April 22 and May 11, 1950, the 
source of the inoculum being undetermined, how- 
ever, from the laboratory report, although drainage 
from the right tibial abscess was described in the 
progress notes. The patient gradually improved 
somewhat with supportive therapy and was dis- 
charged in August 1950, with the final diagnosis of 
disseminated coccidioidomycosis. 

After this unequivocal proof of the previous diag- 
1o0sis of disseminated coccidioidomycosis was ob- 
tained, complement-fixation determinations were 
carried out and reported “positive” at dilution of 
1:64 on February 26, 1953. 

It was then felt that the current clinical diagnosis 
of sarcoidosis might represent an aspect of the 
“healing” or “arrested” phase of disseminated coc- 
cidioidomycosis. However, this combination of his- 
tologic appearance, clinical features and hyper- 
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Figure 5.—X-ray film of skull, March 1950. 


Figure 6.—X-ray film of chest, March 1950. 


globulinemia has not been described as a manifes 
tation of the late stage in coccidioidomycosis. Dr. 
J. Walter Wilson, consulting dermatologist and my 
cologist, examined the patient and the microscopi 
slides, concurred in the diagnosis of apparent sar- 
coidosis, and stated that in his experience he had 
not seen a previously proven case of disseminate: 
coccidioidomycosis presenting years later as sar 
coidosis.'* Dr. C. E. Smith of the University o! 
California School of Public Health also stated tha 


he had not previously seen a similar situation.!° Dr 
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L. R. Hyde of the staff of Long Beach Veterans Ad- 
ninistration Hospital, in charge of the nontubercu- 
\ous chest disease service, had just recently reviewed 
he cases of disseminated coccidioidomycosis ob- 
erved at the hospital (31 cases in the previous six 
years), and he too said that he was unaware of a 
‘imilar case.° 


DISCUSSION 


With the predilection of both these diseases for 
Negroes, it does not seem too surprising to find the 
two in one person. Two questions, however, are nat- 
urally raised: (1) Is the current diagnosis of sar- 
coidosis justified, and (2) is there any relationship 
between the two conditions in this case? 

Sarcoidosis appears in such a variety of clinical 
forms that the literature on it has reached enormous 
proportions. There is available no accepted single 
diagnostic manifestation or pathognomonic crite- 
rion. The best definition of the disease is that pre- 
pared by the Conference on Sarcoidosis of the Na- 
tional Research Council (February 11, 1948) : “Sar- 
coidosis is a disease of unknown etiology. Patho- 
logically it is characterized by the presence in any 
organ or tissue of epithelioid cell tubercles with in- 
conspicuous or no necrosis and by the frequent pres- 
ence of refractile or apparently calcified bodies in 
the giant cells of the tubercles. The characteristic 
— may be replaced by fibrosis, hyalinization or 

oth. 


“Clinically the lesions may be widely dissem- 
inated. The tissues most frequently involved are 
lymph nodes, lungs, skin, eyes and bones, particu- 
larly of the extremities. 

“The clinical course usually is chronic with mini- 
mal or no constitutional symptoms; however, there 
may be acute phases characterized by a general re- 
action with malaise and fever. There may be signs 
and symptoms referable to the tissues and organs 
involved. 


“The intracutaneous tuberculin test is frequently 
negative; the plasma globulins are often increased.””* 


As Freiman‘ has so well stated, “At some time or 
other, practically every agent capable of producing 
a granulomatous reaction or of diffusely affecting 
the reticuloendothelial system has been suggested 
as a possible cause of sarcoidosis.” The more fre- 
quently mentioned include those of tuberculosis, 
silicosis, leprosy, syphilis, brucellosis, berylliosis, 
asbestosis, cancer, leishmaniasis, histoplasmosis, 
Whipple’s disease, and regional ileitis.7 Also, Léf- 
gren and Lundbick® reported isolation of a virus in 
six cases. Coccidioidomycosis seems to be conspicu- 
ously absent. 

Freiman‘ continued: “Considerable confusion has 
also resulted in the past from the assumption that 
the morphologic appearance of the lesion is pathog- 
nomonic. When typical, the sarcoid lesion is highly 
characteristic, but many cases show sufficient de- 
parture from the generally accepted norm to make 
histologic differentiation from miliary tuberculosis, 
brucellosis, or other granulomatous disease practic- 
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ally impossible. So little is actually known of the 
genesis of these lesions, particularly their early 
phases, that the extent of permissible variations is 
still largely a matter of conjecture, and pathologists 
disagree considerably among themselves regarding 
the morphologic criteria for diagnosis. 

“Even granting the presence of a typical sarcoid 
lesion, this alone cannot be construed to constitute 
diagnostic proof. It has become increasingly clear 
that a careful distinction must be made between the 
‘sarcoid lesion’ and the disease ‘sarcoidosis.’ The 
evidence provided by biopsy is essential but consti- 
tutes only one link in the chain of evidence required 
in making a reliable diagnosis.” 

Pinner® in an editorial on the etiology of sarcoido- 
sis cautioned: “There is now evidence of a trend to 
overdiagnose sarcoidosis, not only clinically and 
roentgenographically, but histologically as well. It 
is also pertinent to recall that the clinical and roent- 
genological diagnosis of sarcoidosis is beset with 
difficulties and uncertainties. The appearance of the 
chest roentgenogram is suggestive at best, but not 
pathognomonic. It is even conceivable that dissem- 
inated pulmonary lesions are not due to sarcoidosis 
in some patients in whom biopsies of lymph nodes 
contain sarcoid structures. The etiological problem 
is further complicated by the probability that histo- 
logically characteristic lesions may be caused by 
agents other than that unknown ‘x’ that causes sar- 
coidosis. In other words, it is quite possible, or even 
probable, that the characteristic structural entity 
sarcoidosis may be caused by more than one etio- 
logical agent.” 

Without further argument, it seems that in the 
present case the criteria for the diagnosis of sar- 
coidosis were fulfilled. Indeed, had the patient not 
received medical attention in 1950, or had the cor- 
rect diagnosis of disseminated coccidioidomycosis 
not been made at that time, or had he persisted in 
the original denial of previous illness and hospitali- 
zation, it is probable that the present diagnosis of 
sarcoidosis would have been made with assurance, 
and, of course, the question of disseminated coccidi- 
oidomycosis would never have arisen. 

As was previously mentioned, so far as the pres- 
ent author can ascertain, there has not been pre- 
viously published evidence of disseminated coccidi- 
oidomycosis appearing in later years as sarcoidosis. 
Of course, there is a scarcity of pathologic material 
from healthy patients with coccidioidal infection 
“arrested” four years or more following serious ill- 
ness, as in the present case. Nearly all histologic 
studies and pathologic descriptions are based either 
on autopsy studies or on the acute phases of dis- 
semination.? ? 11,13 And “recovery” as shown by 
this patient is distinctly unusual, particularly in 
Negroes. According to Smith,’° “one could never 
consider disseminated coccidioidal infection as 
‘healed.’ We have records of many patients with 
disseminated infections who, ten or more years after 
‘arrest,’ have gone on to fatal dissemination.” 

The patient was reexamined in September 1953, 
and his condition was unchanged. Unfortunately, 
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specimens of blood for repeat coccidioidomycosis 
complement-fixation studies and serum protein de- 
terminations were lost in the laboratory. Several at- 
tempts to have the patient return for continuing ob- 
servation have been unsuccessful, although he re- 
ported by letters of February and August 1954 that 
he was well and his health unchanged. 

Concerning any relationship between these two 
diseases, nothing can be proved. It is not possible 
to establish whether the patient, herein described, 
originally had sarcoidosis and disseminated coccidi- 
oidomycosis subsequently developed, or whether 
disseminated coccidioidomycosis simulated _ sar- 
coidosis. The author is inclined to believe the co- 
existence to be coincidental. Israel and co-workers® 
in a case report of chronic disseminated histoplas- 
mosis, while discussing the relationship to sarcoido- 
sis, made the observation: “The parallelism between 
histoplasmosis and coccidioidomycosis is remark- 
able. Both diseases were originally recognized as 
rare and invariably fatal infections, and both have 
been shown to be widespread infections usually sub- 
clinical and benign.” 

Since, in the case herein reported, hyperglobulin- 
emia was present in 1950 at the time of the estab- 
lishment of the diagnosis of disseminated coccidi- 
oidomycosis, it is possible that sarcoidosis was al- 
ready present and that the lesions of disseminated 
coccidioidomycosis occurred at the same sites. The 
apposition of the two types of lesions does not nec- 
essarily imply a common cause any more than does 
the concomitant presence of the lesions of tubercu- 
losis with Hodgkin’s disease or silicosis. 


SUMMARY 


A case is presented of a young Negro male who 
shows at present the clinical, laboratory and biopsy 


manifestations of sarcoidosis. This patient was also 
shown to have disseminated coccidioidomycosis four 
and a half years earlier. This combination of cir- 
cumstances has not previously been reported. No 
relationship between the two, other than coinciden- 
tal, is suggested. 

5901 Seventh Street, Long Beach 4. 
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Proposed Changes in 
Federal Medical Services 


WHEN IT SUBMITTED its recommendations to Con- 
gress as to changes that should be made in the 
health and medical services of the Federal Govern- 
ment, the Commission on Organization of the 
Executive Branch—the Hoover Commission—made 
substantial departures from the recommendations it 
had received from the Task Force on Federal Medi- 
cal Services. The Commission had set up the Task 
Force to advise it in that field. 


The most significant differences between what the 
Task Force recommended to the Commission and 
what the Commission recommended to Congress 
were those involving the extent of medical services 
and disability pensions for various classifications of 
veterans. (A comparison of the proposals of the 
Task Force with the recommendations that the 
Commission made to Congress appears on page 413 
of this issue.) By and large, the Commission’s 
recommendations in this respect were not so 
vigorous as those of the subsidiary group and to 
that extent disappointing. Yet the recommendations 
that were made are good so far as they go. More- 
over, even the portions of the Task Force proposals 
that were not retained in the Commission’s report 
to Congress cannot be looked upon as entirely 
wasted, for they are now matters of record which 
Congress and the Executive Branch may consult, 
now or later, in making changes in the medical serv- 
ices of the Government and in the methods of sup- 
plying them. 

In its report, the Task Force carefully and logic- 
ally set forth the reasons for all the changes it pro- 
posed. The report hardly can be seriously charged 
with bias, for the body that made it certainly was 
not made up of men of a single mind or political 
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persuasion or economic attitude. A group of 16 
experts in various fields of medical organizations 
and medical care—physicians in private practice, 
medical educators, leaders in medical research, hos- 
pital administrators, and public health administra- 
tors—met frequently over a period of a year to study 
pertinent information which the group had collected 
from various sources and which, at its direction, had 
been analyzed for it by a consultant staff. After full 
study and discussion of the information, conclusions 
were drawn and recommendations were made to the 
Hoover Commission. On most points the recommen- 
dations were unanimous. If there was dissent, the 
reasons for it were set forth in the report. 

The availability of this unbiased, well-reasoned 
report as a possible guide for action not at present 
recommended by the Hoover Commission but which 
may be feasible later, becomes significant in light 
of the fact that the Commission did recommend for 
adoption the most important of all the Task Force 
proposals. That proposal is for the setting up of a 
Federal Advisory Council of Health, appointed by 
the President, which would henceforth maintain 
continuing studies for coordination, elimination of 
duplication and development of overall policies for 
health and medical agencies in the Government. 
Through the continuing studies and advice of the 
Advisory Council, some of the proposals of the Task 
Force that were set aside or considerably diluted by 
the Commission might again be brought to the fore. 

Another hopeful aspect of the Commission’s rec- 
ommendations is the emphasis put upon voluntary 
prepaid medical care plans for certain government 
employees and by dependents of armed services per- 
sonnel. One benefit of putting such plans into effect 
would be to relieve the Government of the respon- 
sibility for care of persons who ought not be cared 
for from the public purse. Another would be the 
advertisement and extension of a means, long advo- 
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cated by members of the medical profession, of sup- 
plying medical care and meeting its costs within the 
framework of private practice and personal budget, 
as distinguished from socialized medicine and gov- 
ernment fisc. 

Not the least of the Commission’s recommenda- 
tions is one under which the Department of Medicine 
and Surgery rather than the Compensation and Pen- 
sion Branch of the Department of Veterans Benefits 
would be given the responsibility of establishing 
and maintaining criteria as to disability and de- 
gree of disability as a basis for compensation and 
pension payments to veterans. It would also provide 
for periodic review of disability allowances based 
on the likelihood of increase or decrease in disabil- 
ity, as medically determined. In other words the 
recommendation is that medical standards be set up 
for answering what are, essentially, medical ques- 
tions. Perhaps this proposition will arouse protest 


among groups that make capital of protesting any 
suggestions that might reduce any benefit, whether 
fair or unfair, to any veteran. However, honest ad- 
ministration of the proposed system of criteria and 
review should reassure anyone, except professional 
alarmists, that there is no intent to deprive deserv- 
ing veterans of needed benefits. 

It is probable that most physicians who compare 
the Task Force proposals with the Commission’s 
recommendations will find that at most points of 
disagreement the Task Force’s proposals are closer 
to medical and economic ideals. That being the 
case, physicians should exercise their influence 
where and when they can toward bringing into effect 
first the important proposals of the Commission and 
subsequently those of the Task Force, which in gen- 
eral are more vigorous and far-reaching than those 
of the Commission. Constant, widespread advocacy 
of changes for the better must ultimately bring 
them about. 
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Executive Committee Minutes 


Tentative Draft: Minutes of the 248th Executive 
Committee Meeting, San Francisco, Sir Francis 
Drake Hotel, March 9, 1955. 


The meeting was called to order by Chairman 
Heron in Room 217 of the Sir Francis Drake Hotel, 
San Francisco, on Wednesday, March 9, 1955, at 
4:00 p.m. 


Roll Call: 


Present were President Morrison, President-elect 
Shipman, Speaker Charnock, Council Chairman 
Lum, Auditing Committee Chairman Heron, Secre- 
tary Daniels and Editor Wilbur. 

A quorum present and acting. 


Present by invitation were Messrs. Hunton, 
Thomas, Clancy and Gillette of C.M.A. staff; legal 
counsel Hassard; health insurance consultant Wat- 
erson; Dr. Dan O. Kilroy, representing the legis- 
lative committee, and Drs. Frances Baker, William 
H. Northway, Carl E. Anderson and Hendrie L. 
Gartshore. 


1. Physical Therapy: 


Drs. Baker, Anderson and Northway reported 
that registered physical therapists in some areas 
are establishing individual offices in nonhospital 
locations and that adequate supervision of their 
practices is not possible under these circumstances. 
In addition, they called the attention of the Execu- 
tive Committee to several hospitals locally that are 
leasing out the physical therapy departments to 
registered physical therapists under inadequate 
supervision. This would be similar to leasing out 
the x-ray departments to the x-ray technicians. They 
asked that this matter be examined in order to pro- 
vide proper professional safeguards. On motion duly 
made and seconded, it was voted to refer this re- 
quest to the Committee on Public Health and Public 
Agencies. 
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2. Public Policy and Legislation: 


Dr. Carl E. Anderson reported that some district 
attorneys are interpreting a state statute denying 
county employment to aliens as prohibiting the staff 
service in county hospitals on a volunteer basis. It 
was agreed that legal counsel should investigate such 
interpretations and, if possible, secure a broader 
ruling on the state law. 


3. Membership: 


(a) On motion duly made and seconded in each 
instance, it was voted to elect ten applicants to Re- 
tired Membership. These were: L. I. Oppenheimer, 
Alameda-Contra Costa; Eric Lindroth, Percy K. Tel- 
ford, Los Angeles County; John N. Osburn, Robert 
S. Wade, Orange County; Edward A. Blondin, Alice 
L. Kelly, William C. Newton, San Diego County; 
Wm. O. Montgomery, Edward Topham, San Fran- 
cisco County. 

(b) On motion duly made and seconded in each 
instance, it was voted to elect 11 applicants to Asso- 
ciate Membership. These were: Samuel Rosner, 
Fresno County; Marie Anna Kiobege, Vernon M. 
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Parrett, Los Angeles County; Leo W. Farrell, Sacra- 
mento County; Faith N. Ogden, Warren G. Wieand, 
San Diego County; Ernest E. Wise, San Joaquin 
County; Hyman Tucker, Santa Clara County; 
Rourke E. Downey, Harry Stahr, David B. Williams, 
Stanislaus County. 


(c) On motion duly made and seconded in each 
instance, reductions of dues were voted for ten appli- 
cants for reasons of protracted illness or postgradu- 
ate study. 


4. Cancer Commission: 


A request from the Cancer Commission for an 
additional $500 to meet added costs of temporary 
secretarial service was discussed. It was agreed that 
this expenditure was merited and the funds should 
be charged against the Cancer Commission budget. 


5. Committee Expenses: 


Discussion was held on the propriety of meeting 
expense accounts for a period dating 1948 to 1951 
for a subcommittee member operating as chairman 
of an outside committee but given the moral support 
of the Association and asked to report to one of the 
standing committees. It was agreed that the facts 
should be investigated and further consideration 
given this matter. 


6. State Department of Public Health: 
Discussion was held on the request of the State 


Department of Public Health for appointment of a 
committee to consider the proposal to establish an 
epidemiological study center for chronic diseases 
under a three-year grant from a foundation. Various 
names were suggested and the Council chairman au- 
thorized to name such committee. 


7. Psychiatric Clinics: 


Drs. Gartshore and Kilroy discussed two bills 
pending before the State Legislature, to establish 
psychiatric clinics under joint state-county financ- 
ing. It was agreed that Dr. Gartshore’s Committee 
on Mental Health continue to study this proposal 
and make further report to the Council. 


8. Rollen Waterson Associates: 


Mr. Waterson reported that 24 counties, through 
their medical societies, have now approved the $6,000 
C.P.S. income ceiling; this represents a state popu- 


lation of 3-4,000,000 people. He also reported that 
C.P.S. now has an individual contract available and 
that a concentrated campaign will be put on in San 
Bernardino County to promote this contract. An 
additional campaign is planned in San Francisco, 
where the second vote of the county society again 
showed approval of the $6,000 ceiling. He suggested 
that the emphasis of his work now be directed at 
proving the worth of the new C.P.S. programs. 

Mr. Waterson presented a report of funds author- 
ized and expended to date and a proposed budget 
for March and April. On motion duly made and 
seconded, these items were approved. 


9. Public Relations: 


Mr. Clancy reported that three tape recordings on 
recent health conferences sponsored by labor and 
other groups have been made available to county 
societies. He also reported that plans are well along 
for Student A.M.A. meetings scheduled for Los An- 
geles on April 17 and San Francisco on April 24. 


10. Physicians and Schools: 


Dr. Daniels proposed that the Association spon- 
sor, both in personnel and finances, the holding of 
six regional meetings of physicians and schools. On 
motion duly made and seconded, it was voted to 
request the Council to approve a maximum of $500 
cost for each of these regional conferences. 

Dr. Daniels also stated that a statewide Advisory 
School Health Council to the California Medical 
Association would be formed and that the services 
of the county societies would be requested in aiding 
this council. 


11. C.M.A. Committees: 


Dr. Morrison reported progress in studying the 
organization of standing and special committees of 
the Association. He agreed to have a plan for such 
organization ready for the April 2 Council meeting, 
including, if necessary, proposed By-Law amend- 
ments to permit the type of reorganization required. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 6:55 p.m. 


Ivan C. Heron, M.D., Chairman 
ALBERT C. Dantets, M.D., Secretary 
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Jn Memoriam 


Anprews, A. V. Died in Los Angeles, March 31, 1955, 
aged 51, of coronary artery disease. Graduate of the Uni- 
versity of Colorado School of Medicine, Denver, 1933. 
Licensed in California in 1934. Doctor Andrews was a 
member of the Orange County Medical Association. 


+ 


AzeveDo, MANUEL L. Died in Sacramento, March 27, 1955, 
aged 69. Graduate of Stanford University School of Medi- 
cine, Stanford University-San Francisco, 1921. Licensed in 
California in 1921. Doctor Azevedo was a member of the 
Sacramento Society for Medical Improvement. 


+ 


Beat, Mary E. Died in San Bernardino, March 4, 1955, 
aged 79. Graduate of the Homeopathic Medical College of 
St. Louis, Missouri, 1895. Licensed in California in 1918. 
Doctor Beall was a member of the San Bernardino County 


Medical Society. 
* 


Bennett, CHartes L. Died in Marion, Ohio, April 7, 
1955, aged 85. Graduate of the Chicago Homeopathic Med- 
ical College, Illinois, 1890. Licensed in California in 1910. 
Doctor Bennett was a retired member of the Los Angeles 
County Medical Association, the California Medical Asso- 
ciation, and an associate member of the American Medical 
Association. 


+ 


Bower, RicHarp L. Died in Pebble Beach, March 26, 
1955, aged 63, of cerebral embolism. Graduate of Northwest- 
ern University Medical School, Chicago, Illinois, 1920. 
Licensed in California in 1928. Doctor Bower was a member 
of the Monterey County Medical Society. 


+ 


Carson, Vircit H. Died in Oakland, February 9, 1955, 
aged 60, of coronary occlusion. Graduate of the Medical 
College of Virginia, Richmond, 1914. Licensed in California 
in 1931. Doctor Carson was a member of the Alameda-Con- 
tra Costa Medical Association. 


+ 


Droz, ApotpHus K. Died in Long Beach, January 23, 
1955, aged 52. Graduate of the State University of Iowa 
College of Medicine, Iowa City, 1928, Licensed in California 
in 1947. Doctor Droz was a member of the Los Angeles 
County Medical Association. 


+ 


Dzterz, Jack W. Died in Riverside, March 5, 1955, aged 
36, of asphyxiation. Graduate of the University of Illinois 
College of Medicine, Chicago, 1951. Licensed in California 
in 1952. Doctor Dzierz was a member of the Riverside 
County Medical Association. 


+ 


Eacie, Henry R. Died near Williams, March 5, 1955, 
aged 36, in an automobile accident. Graduate of Cornell 
University Medical College, New York, 1943. Licensed in 
California in 1945. Doctor Eagle was a member of the 
Shasta County Medical Society. 
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Garcia, Leon C. Died in San Francisco, March 18, 1955, 
aged 72. Graduate of St. Louis University School of Medi- 
cine, Missouri, 1904. Licensed in California in 1923. Doctor 
Garcia was a member of the San Francisco Medical Society. 


+ 


Mooney, Tuomas S. Died in Mexico City, Mexico, De- 
cember 26, 1954, aged 59, of cerebrovascular accident. 
Graduate of Albany Medical College, New York, 1920. 
Licensed in California in 1930, Doctor Mooney was a mem- 
ber of the San Diego County Medical Society. 


+ 


MULLEN, JosepH L. Died in Sacramento, November, 1954, 
aged 59, of carcinoma, Graduate of the Stritch School of 
Medicine of Loyola University, Chicago, Illinois, 1923. 
Licensed in California in 1924. Doctor Mullen was a mem- 
ber of the Sacramento Society for Medical Improvement. 


+ 


Murpny, Francis E. Died in Santa Monica, December 19, 
1954, aged 70, of postoperative uremia, following a supra- 
pubic prostatectomy. Graduate of the State University of 
Iowa College of Medicine, Iowa City, 1905. Licensed in Cali- 
fornia in 1952. Doctor Murphy was a member of the Los 
Angeles County Medical Association. 


+ 


RoursacHer, Georce H. Died in Monterey, February 22, 
1955, aged 61, of coronary artery disease. Graduate of the 
University of California Medical School, Berkeley-San 
Francisco, 1924. Licensed in California in 1924. Doctor 
Rohrbacher was a retired member of the San Joaquin County 
Medical Society, the California Medical Association, and an 
associate member of the American Medical Association. 


+ 


Scumip, Caries F. Died in Hawthorne, February 19, 
1955, aged 69, of coronary sclerosis. Graduate of the Chi- 
cago College of Medicine and Surgery, 1913. Licensed in 
California in 1920. Doctor Schmid was a retired member of 
the Los Angeles County Medical Association, the California 
Medical Association, and an associate member of the 
American Medical Association. 


+ 


Van Meter, ApraM L. Died in San Francisco, March 28, 
1955, aged 69, of coronary infarct. Graduate of Harvard 
Medical School, Boston, Massachusetts, 1913. Licensed in 
California in 1919. Doctor Van Meter was a retired member 
of the San Joaquin County Medical Society, the California 
Medical Association, and an associate member of the Amer- 
ican Medical Association. 


+ 


Wiese, Dietricu V. Died in San Francisco, March 25, 
1955, aged 67. Graduate of the University of Kansas School 
of Medicine, Lawrence-Kansas City, 1925, Licensed in Cali- 
fornia in 1927. Doctor Wiebe was an associate member of 
the Fresno County Medical Society. 
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AUKILIA AY 


TQ THE CALIFORNIA MEDICAL ASSOCIATION 


WE'RE STILL GROWING 


Our biggest news this time is that we have another 
Auxiliary. Merced has been organized, with twenty- 
four charter members. Mrs. Ernest Bickell of Liv- 
ingston is their President, and Mrs. Hugo Haas 
of Dos Palos is Vice-President. Our sincere con- 
gratulations to our new Auxiliary, and to their Dis- 
trict Councilor, Mrs. Kendall B. Holmes of Fresno, 
who has worked so energetically in creating this 
new group. 

That means that we now have 32 Auxiliaries out 
of a possible 40. Our latest count shows that we have 
5,853 members, while the California Medical Asso- 
ciation has 12,795. The Los Angeles County Auxili- 
ary has reached a record high of 1,660, but the 
County Medical Society has 5,490 members. Our 
membership chairmen throughout the state have 


done a magnificent job this year, but it is apparent 
that we will need the interest and cooperation of all 
of our doctors if we are to reach that elusive goal, 
“Every eligible doctor’s wife an Auxiliary member.” 


* * * 


HELP FOR CEREBRAL PALSIED CHILDREN 


For many years, one of the most gratifying projects car- 
ried on by our San Luis Obispo County Auxiliary is their 
work with the Chris Jesperson School for Cerebral Palsied 
Children. This year, the members made a 30-inch nylon- 
stuffed doll which the youngsters will use as a training aid 
in learning to dress themselves. The members are now work- 
ing on a boy-doll for the school. This project rated a notice 
in our national Bulletin, as did the series of dinner-programs 
sponsored by the Los Angeles County Auxiliary. The Bulle- 
tin editors go through all the state publications, searching 
for newsworthy items. 

* * me 


NURSE RECRUITMENT CONTINUES 
TO GROW IN CALIFORNIA 

We have already told you about many of the 
counties doing outstanding work in nurse recruit- 
ment. Yuba-Sutter-Colusa counties, under the able 
chairmanship of Mrs. James Hamilton, did an in- 
tensive recruitment job for three weeks. Eleven high 
schools were visited and a large number of girls 
were interviewed. Out of that group, 24 girls have 
decided on nursing as a career. 

Sacramento County, of course, has long been a 


410 


leader in nurse recruitment; they award twenty $100 
scholarships each year—sometimes more, if there 
is a demand for them. 

Butte-Glenn counties, too, give an annual schol- 
arship of $250, and they also sponsor a Future 
Nurses’ Club and show films on nursing at the junior 
and senior high schools in their counties. In Marin 
County, the parents as well as the students are in- 
vited to attend the movie and panel discussion pre- 
sented by the Auxiliary for junior and senior high 
schools. 

Stanislaus County has two Future Nurses’ Clubs, 
and three more are being organized. An annual fash- 
ion show provides funds for their scholarships for 
student nurses. Four scholarships of $250 each are 
awarded annually by the Contra Costa Auxiliary. 

Five girls from Monterey-San Benito counties 
are in training as student nurses because of the $150 
scholarship each has received from the Auxiliary 
there. Much of this money was raised at a tea and 
display of Christmas arrangements and table set- 
tings which the group sponsored in December. 


eg * ok 

GOOD PUBLIC RELATIONS IS OUR GOAL 

In everything we do and say, our ultimate objective is to 
create and maintain good public relations for the medical 
profession. It is pleasant to report that many of our county 
Medical Societies take an active interest in helping us to 
achieve this goal. In Orange County, for instance, a group 
of doctors presented a panel discussion for the Auxiliary 
on “What the Doctor Feels His Wife Should Know About 


Public Relations.” 
a 


WE ARE HOSTESSES FOR 
MEDICAL SOCIETY EVENTS 

Typical of the cooperation between our Auxili- 
aries and the County Medical Societies is the assist- 
ance given by the Imperial Auxiliary when their 
Society held a postgraduate seminar at the Pio- 
neers’ Hospital in Brawley, by serving as hostesses 
and providing recreation for the visiting wives. The 
members also staffed the Medical Society’s booth at 


the county fair. 
ak * * 


JUNE ISSUE WILL SUMMARIZE 
THE YEAR'S ACHIEVEMENTS 

The final page in this series of twelve monthly report 
will present the highlights of our accomplishments durin; 
the past year. Mrs. Matthew Hosmer, our new State Presi 
dent, will begin her reports in the July issue. 


Mrs. FREDERICK J. MILLER, Past Presiden 
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NEWS & NOTES 


HATIONAL ¢ STATE « COUNTY 


ALAMEDA 


Dr. Charles E. Smith, dean of the University of Cali- 
fornia School of Public Health, Berkeley, was reelected 
president of the State Board of Public Health at the board’s 
March meeting. Dr. James F. Rinehart, professor of 
pathology, University of California School of Medicine, San 
Francisco, was reelected vice-president of the board. Both 
have served in those offices since 1944, Dr. Smith has been 
a member of the board since 1940 and Dr. Rinehart since 
1942, 


LOS ANGELES 


A symposium on poliomyelitis sponsored by the Western 
Section of the American Congress of Physical Medicine 
and Rehabilitation will be held Wednesday, May 18, at 
the Statler Hotel in Los Angeles. Four panel discussions 
will be held, two in the morning and two in the afternoon. 
Dr. William D. Paul, president of the American Congress of 
Physical Medicine and Rehabilitation, will be a discussant 


on one of the panels. 
oe * * 


A research grant totaling $17,150 has been awarded the 
College of Medical Evangelists School of Medicine by the 
National Cancer Institute. The study of the mechanism of 
action of “anti-tumor compounds known to react with the 
thiol group” will be carried out in the Department of Phar- 
macology by Drs. Mervyn G. Hardinge and Ian M. Fraser 
and will extend over a two-year period, At the same time it 
was announced that the United Cerebral Palsy Association 
of Los Angeles County has renewed a grant of $14,000 for 
the third year, The funds finance, until November 1, CME 
services of cerebral palsy pre-nursery school and cerebral 
palsy counseling service. 


SAN FRANCISCO 


Officers of the San Francisco Dermatological Society 
for 1955-1956, elected at a recent meeting, are: Dr. Paul 
Fasal, San Rafael, president; Dr. George T. Lenahan, San 
Francisco, vice-president; Dr. R. Raymond Allington, Oak- 
land, secretary; and Dr. Edward J. Ringrose, Berkeley, edi- 


tor. 
* * * 


Dr. Robert M. Worth, a graduate of the University of 
California School of Medicine now interning at Southern 
Pacific Hospital, recently was named winner of a $1000 
scholarship by the American Academy of General Prac- 
tice. The Academy makes awards of funds supplied by 
Mead Johnson & Co. for graduate training in general 


practice. 
* * & 


Dr. Francis T. Hodges of San Francisco, president of 
the Board of Trustees of California Physicians Service and 
a past president of the California Academy of General 
Practice, was elected vice-president of the Blue Shield Com- 
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mission, the coordinating agency for 77 prepaid medical care 
plans, at the recent annual meeting of the organization in 
Chicago. Mr. K. L. Hamman, executive director of C.P.S., 
was elected to the Blue Shield board. 


TULARE 


Dr. Elmo Alexander, formerly of Oakdale, accepted ap- 
pointment as Tulare County Health Officer, effective 
April 1. Dr. Alexander became the first full-time health 
officer in almost a year. The post had been occupied on a 
temporary basis by Dr. Elmo Zumwalt, medical director of 
the county hospital, after the resignation of Dr. Donald 
Williams last summer. 


GENERAL 


Eighty-two medical officers are to be hired at Depart- 
ment of Defense establishments in California and Nevada 
during the next six months, the U. S. Civil Service Commis- 
sion announced recently. The Commission is accepting 
applications in all optional fields of medicine. Most appoint- 
ments will be made in general medicine and surgery, ac- 
cording to the announcement, but also needed are specialists 
in occupational or industrial health and medicine, internal 
medicine and diagnosis, ophthalmology, obstetrics, roentgen- 
ology, pediatrics, ear, nose and throat, and orthopedics. 
Positions are at government hospitals, supply centers, air 
stations, shipyards, test centers, and camps and bases. 

The vacancies are occasioned by the need to replace mili- 
tary personnel with civilian employees, Most of the medical 
officers will be full-time employees, although a few part-time 
positions will be filled. 

Further information and application forms may be ob- 
tained from the Commission offices at 630 Sansome Street, 
San Francisco, or from civil service representatives at post 
offices in California and Nevada. 


POSTGRADUATE 
EDUCATION NOTICES 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Announces the following summer courses: 


4th Annual Laboratory Technicians Symposium—June 18 
and 19, 1955. 


Chemotherapy of Fungus Disease—June 23-25, 1955. 
Surgery of the Elbow and Shoulder—July 19 and 20, 1955. 
Surgery of the Hand—July 21 and 22, 1955. 

Recent Advances in Medicine—July 25-29, 1955. 

Basic Techniques of Hypnosis—August 8, 9 and 10, 1955. 


Advanced Techniques and Application of Hypnosis—Aug- 
ust 10, 11 and 12, 1955. 


Anesthesia—August 29, 30 and 31, 1955. 


Contact: Thomas H. Sternberg, M.D., Director of Post- 
graduate Medical Education, U.C.L.A., Los Angeles 24. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


In San Francisco: 


Pediatric Conference—June 2 through July 1, 1955. 


Conference on Applied Therapeutics—October 17 to Oc- 
tober 19. 


4i1 
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Conference on Gynecology and Obstetrics—October 20 
and October 21. 


Ophthalmological Conference—December 5 to December 9. 
In East Oakland: 


Medicine for General Practitioners—Tuesday evenings, 
September 20 to December 6. 


In Berkeley: 


Postgraduate Conference—Wednesday evenings, Septem- 
ber to December, 1955. 


In San Mateo: 

Evening Lectures in Medicine—Thursday evenings, Sep- 
tember 22 to December 15. 

Contact: Office of Medical Extension, University of Cali- 
fornia Medical Center, San Francisco 22. 


UNIVERSITY OF SOUTHERN CALIFORNIA 
AT LOS ANGELES 


The Medical Extension Education Division of the Uni- 
versity of Southern California School of Medicine an- 
nounces: 

Course No, 864: Pediatric Clinics for General Practi- 
tioner—weekly clinical conferences at Children’s Hos- 
pital, Tuesday mornings, for twelve weeks, starting 
April 5, 1955. Tuition, $25. 


Contact: For information and registration: Robert S. Cle- 
land, M.D., Medical Extension Education, University of 
Southern California, School of Medicine, 2025 Zonal 
Avenue, Los Angeles 23. 


COLLEGE OF MEDICAL EVANGELISTS 
Announces graduate courses: 


General Surgery and Surgical Specialties—October 3 to 
June 10, 1955. 


Internal Medicine—October 3 to June 10, 1955. 
Otolaryngology—October 3 to June 10, 1955. 


Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION, 
POSTGRADUATE ACTIVITIES INSTITUTES 
SACRAMENTO VALLEY CounTiEs—Cal-Neva Biltmore Hotel 
and Lodge—June 15, 16, 17, 1955. 


Contact: C. A. Broaddus, M.D., Director of Postgraduate 
Activities, P.O. Box AI, Carmel, California. 


Medical Dates Bulletin 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation, In order that they may be listed here, please send 
communications relating to your future medical or surgi- 
cal programs to: C. A. Broaddus, M.D., P.O. Box A-1, 
Carmel, California. 


MAY MEETINGS 
American Urotocicat Association, Hotel Biltmore, Los 
Angeles, May 16 to 19, 1955. 
Contact: Charles H. deT. Shivers, M.D., 121 South IIli- 
nois Ave., Atlantic City, N. J., secretary. 


Cauirornia Heart ASSOCIATION announces a Scientific 
Program to be held in Santa Barbara, May 21, 1955, 
with panels on Rheumatic Fever. Electrocardiographic 
Clinical Pathological Conference, and Management and 
Mismanagement of Coronary Artery Disease. 

Contact: Mrs. William H. Bryant, Jr., president, Santa 
Barbara County Heart Association, 18 La Arcada Court, 
Santa Barbara, Calif. 


JUNE MEETINGS 


AMERICAN MeEpIcAL AssOcIATION announces: Annual Ses- 
sion, 1955, Atlantic City, June 6 to 10, 1955. 


OCTOBER MEETINGS 
CAuLiFoRNIA Society OF INTERNAL MEDICINE meeting at 
Biltmore Hotel, Santa Barbara, October 1, 1955. 
Contact: Mildred D. Coleman, Secretary, 384 Post St., San 
Francisco. 


San Francisco Heart ASSOCIATION announces the Twen- 
ty-sixth Annual Postgraduate Symposium on Heart Dis- 
ease, at St. Francis Hotel, San Francisco. October 5, 6, 
7, 1955. 


Contact: 604 Mission St., San Francisco 5. 


The 1955 Scientific Assembly of the CaLirornia ACADEMY 
or GENERAL Practice will be held in San Francisco, at 
the Sheraton-Palace Hotel, October 9-12, 1955. 


Contact: William W. Rogers, executive secretary, 461 Mar- 
ket St., San Francisco. 


NOVEMBER MEETINGS 


AmeERIcAN MEpIcaL AssOcIATION announces: Clinical Ses- 
sion, 1955, at Boston, November 29 to December 2, 1955. 
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Proposals of the Medical Task Force 
and of the Hoover Commission 


A GREAT DEAL of comment already has been brought 
forth upon recommendations made to the Congress 
by the Committee on Organization of the Executive 
Branch of the Government for changes in the Health 
and Medical services of the Federal Government. 
Hence the sources and derivations of those recom- 
mendations become a matter of interest. 

The changes proposed are one aspect of the as- 
signment given to the Commission by congressional 
action. That assignment was to carry out studies 
and make recommendations with a view to promot- 
ing economy and improving efficiency of service 
by various departments in the Executive Branch of 
the Government. The Commission—headed by for- 
mer President Herbert Hoover and popularly called 
the Hoover Commission—divided its work among 
a number of Task Forces, each made up of experts 
in the specific field to be studied. 


TASK FORCE PERSONNEL 


The personnel of the Task Force on Federal Medi- 
cal Services, appointed by the Hoover Commission, 
is: 

Chairman, Chauncey McCormick (deceased Sep- 
tember 8, 1954) ; Theodore G. Klumpp, M.D., Presi- 
dent, Winthrop-Stearns, Inc., New York, N. Y. (ap- 
pointed September 26, 1954 to replace Mr. Mc- 
Cormick). 

Assistant Chairman, Edwin L. Crosby, M.D., di- 
rector, American Hospital Association, Chicago, 
Illinois. 

Members: 

Francis J. Braceland, M.D., psychiatrist-in-chief, 
Institute of Living, Hartford, Conn., and clinical 
professor of psychiatry, Yale University, New 
Haven, Conn. 

Otto W. Branhorst, D.D.S., secretary, American 
College of Dentists, St. Louis, Mo. 

Edward D. Churchill, M.D., chief surgeon, Massa- 
chusetts General Hospital, and Harvard University 
Professor, Boston, Mass. 

Michael E. DeBakey, M.D., chairman, Depart- 
ment of Surgery, Baylor University, College of Medi- 
cine, Houston, Texas. 
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Evarts A. Graham, M.D., emeritus professor of 
surgery, Washington University School of Medicine, 
St. Louis, Mo. 

Alan Gregg, M.D., vice-president, Rockefeller 
Foundation, New York, N. Y. 

Pau] R. Hawley, M.D., the director, American 
College of Surgeons, Chicago, Ill. 

Hugh R. Leavell, M.D., professor of public health 
practice, Harvard School of Public Health, Boston, 
Mass. 

Basil C. MacLean, M.D., commissioner of hos- 
pitals, New York, N. Y. 

Walter B. Martin, M.D., chief of medicine, St. 
Vincent’s Hospital, Norfolk, Va., and president, 
American Medical Association. 

James Roscoe Miller, M.D., president, North- 
western University, Evanston, II]. 

Dwight L. Wilbur, M.D., clinical professor of 
medicine, Stanford University, San Francisco. 

Milton C. Winternitz, M.D., former chairman, 
Division of Medical Sciences, National Research 
Council, Washington, D. C. 


SCOPE AND METHODS OF STUDY 


The medical service functions of the Government 
studied by the Task Force were: 

1. Medical care. 
. Hospital construction. 
. Research in the field of health. 
. Preventive health services. 
. Grants-in-aid to state health programs. 
Assistance to international health programs. 
. Regulation of foods and drugs. 
. Education and training for health personnel. 
. Medical supply. 
. Organization for disaster. 


SOMNANEWN 


— 


The Task Force collected information from many 
sources, including: 

1. Reports, interviews and correspondence with 
representatives of government agencies. 

2. Reports, interviews and correspondence with 
representatives of nongovernment organizations and 
informed individuals. 

3. Answers to formal questionnaires directed to 
federal agencies. 

4. Field studies of federal medical and dental 
care and medical supply installations. 


5. Reports of the previous Hoover Commission 
and other commissions and study groups. 


In its study the Task Force analyzed and inter- 
preted both fact and opinion. When the need arose, 
it called upon the services of expert consultants, 
including those in medical education, voluntary 
sickness insurance, and dental care. However, the 





413 














entire Task Force considered the evidence before 
making any recommendations. 

Many of the proposals made by the Task Force 
were adopted by the Hoover Commission as recom- 
mendations when the commission made its report 
to Congress. Others were changed considerably be- 
fore being submitted as recommendations. Some the 
commission omitted from its recommendations. 

As a part of its report to the Hoover Commission, 
the Task Force included an estimate of the fiscal 
effect of its proposals if they were implemented. 
Some of the proposed changes, it was estimated, 
would bring about a reduction in government out- 
lays for medical, hospital and disability services. 
Other proposals would create new services and add 
to costs. However, it was estimated that the net effect 
of following all the proposals of the Task Force 
would be a reduction of approximately $300,000,000 
annually in government expenditures (see Table 1). 


PROPOSALS AND RECOMMENDATIONS 


Following is a resume of the Task Force propo- 
sals and of the action on them by the Hoover Com- 
mission: 


TABLE 1.—E£stimated fiscal effect of changes proposed by 
Medical Task Force 


Specific areas in which savings would be 
effected: 
Limitations of hospital care benefits for vet- 
erans with no service-connected disability... $150,000,000 
Termination of service to merchant seamen 12,000,000 
Closing of certain VA hospitals 
Coordination of medical supply activities 
Reorganization of Food and Drug Administra- 
tion activities 
Change of meat inspection to sampling basis.... 
Reduction of ratio of physicians and dentists 
in Armed Forces. 
Improved administration of disability allow- 
ances by Veterans’ Administration 
Regionalization of military medical services 


Specific areas for which increased expen- 
ditures are needed: 

A National Council of Health 

A National Library of Medicine 

Health insurance coverage rather than direct 
medical care to dependents of military per- 


55,000,000 
15,000,000 


Health insurance for federal civilian employees 

Grants to states for health purposes 

Research and training grants in psychiatry, 
and grants to states for community mental 
health programs. 

Assistance to school of public health 


$106,200,000 
$293,300,000 


“Operating expense only. Six million dollars is needed for con- 
struction. 
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FEDERAL ADVISORY COUNCIL ON HEALTH 


1. Task Force Proposal: To provide continuing 
coordinated planning and operation of widely dis- 
persed health activities of the Federal Government, 
legislation should be enacted to establish within the 
Executive Office of the President a Federal Council 
of Health charged with the recommendation and 
continuous evaluation of policy governing the health 
activities of the Federal Government. 


Commission Action: Substantially accepted as rec- 
ommendation. (As an alternative it recommended that 
“in the event the proposed Federal Advisory Council 
on Health is not created, the President assign the 
functions of review and advice proposed for it to 
other agencies.”’) 


A NATIONAL LIBRARY OF MEDICINE 

2. Task Force Proposal: Legislation to create and 
maintain a National Library of Medicine and to 
transfer to it the collections and the activities of the 
present Armed Forces Medical Library. 

Commission Action: Accepted as recommendation. 


RESEARCH FOR HEALTH 
3. Task Force Proposal: That the present system 


of project grants for research pertinent to health be 
modified and that it be gradually replaced by a sys- 
tem of five-year block grants to institutions or agen- 
cies which would be made in accordance with an 
approved over-all plan for health research submit- 
ted by each; and 

That the Federal Council of Health be given re- 
sponsibility for facilitating the health research pro- 
grams of the Federal Government, utilizing the 
National Research Council of the National Academy 
of Sciences as staff. 

Commission Action: Substantially accepted as. rec- 


ommendation, but no mention made of National 
Research Council. 


DEPENDENTS OF MILITARY PERSONNEL 
4. Task Force Proposal: 


(a) That the Federal Government continue to 
carry the responsibility for the provision of medical 
and hospital care in overseas areas for dependents 
of military personnel; and 

(b) That the Federal Government shall develop 
for dependents of military personnel within the con- 
tinental United States a contributory program of 
medical and hospital insurance for in- and out- 
patient medical care and hospitalization; participa- 
tion to be on a voluntary basis. 


Commission Action: Substantially accepted as rec- 
ommendation. 


VETERANS 


5. Task Force Proposal: That all existing rules, 
regulations, executive orders and laws relating to 
veterans or veterans’ benefits, and in particular to 
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medical treatment and domiciliary care benefits, be 
consolidated and enacted into a single, all-inclusive, 
comprehensive code; and 

That the Congress enact legislation to provide 
that veterans receive: 


(a) Hospital care for nonservice-connected dis- 
abilities if medical need for such disabilities was 
established within three years after separation from 
service; and 


(b) Outpatient care following hospitalization for 
those nonservice-connected disabilities for which 
medical need was established at the time the veteran 
was hospitalized. 


6. Task Force Proposal: That the Veterans Ad- 
ministration, within its present facilities, emphasize 
its program of medical care and rehabilitation serv- 
ices for the aging veteran. 

Commission Action (on Proposals 5 and 6): As to 
consolidation of laws the Commission concurred. 
With regard to eligibility for care of nonservice-con- 
nected disability, the Commission took the position 
that “the sentiment of the American people is that a 
sick and really indigent veteran should be provided 
care in VA hospitals.” It recommended more stringent 
scrutiny of inability to pay, and provision for collec- 
tion in the future. The Commission recommended that 
out-patient care be provided prior to hospitalization, 
as well as after, for the indigent veteran (excluding 
psychiatric care prior to hospitalization). 


MERCHANT SEAMEN 
7. Task Force Proposal: That [in light of the fact 


that the merchant marine is largely a private enter- 
prise] legislation be enacted to end within a reason- 
able period the federal subsidy to the merchant 
marine through the provision of medical and hos- 
pital services to merchant seamen; and 


That pending such termination the Public Health 
Service and other concerned agencies of the Federal 
Government cooperate with the merchant marine in 
developing a program to provide medical and hos- 
pital care for merchant seamen in civilian facilities 
through voluntary health insurance plans. 

Commission Action: For merchant seamen, the 
Commission recommends termination of care. No ref- 
erence is made to developing an alternate program. 
The Commission also recommends care of PHS Com- 
missioned Corps, Coast and Geodetic Survey, and 
Coast Guard and their dependents in military hos- 
pitals, with insurance to be developed for dependents, 


as with the military. PHS general hospitals to be 
closed. 


FEDERAL EMPLOYEES 


8. Task Force Proposal: That Congress enact 
legislation under which the Federal Government 
would develop for its employees on a voluntary pre- 
payment basis a program of contributory medical 
and hospitalization insurance based upon the utili- 
zation of payroll deduction. 
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Commission Action: Recommended development of 
a plan by the executive branch of the Government 
through a pool of private health insurance agencies, 
the Government to pay part of the cost. 


DENTAL SERVICES FOR MILITARY 
AND DEPENDENTS 

9. Task Force Proposal: That in the military de- 
partments emphasis be placed on comprehensive 
dental care for active duty career personnel, and re- 
duced to a minimum for other active duty [short 
term] and retired personnel; and 


That dental care for dependents, other than those 


at overseas installations, be limited to emergency 
service. 


Commission Action: Omitted from report. 


HOSPITALS AND HOSPITAL CONSTRUCTION 

10. Task Force Proposal: That the Veterans Ad- 
ministration close and dispose of by sale or other- 
wise any hospital which in its judgment can no 
longer be operated effectively or economically; and 

That Congress authorize no further construction 
of Veterans Administration hospitals. 

Commission Action: Recommended essentiaily as 
proposed. 

11. Task Force Proposal: That programs for the 
construction of hospitals and other medical care 
facilities of all federal agencies be subject to the 
approval of the Federal Council of Health, with a 
view to developing joint planning among all agen- 
cies affected—nonfederal as well as federal; 

That the Council recommend policies for the hos- 
pital survey and construction program as it relates 
to federal hospitals; and 


That the Council study the effect of the hospital 
survey and construction program to evaluate such 
problems as the regionalization of hospital services, 
the minimum size of an effective hospital facility, 
and particularly the relation of the small community 
hospital to the total hospital program. 


Commission Action: No recommendation. 


MEDICAL SUPPLY 

12. Task Force Proposal: That joint procure- 
ment of medical supplies for all departments and 
agencies of the Federal Government be assigned to 
a single agency, and that this agency establish a 
single federal medical supply catalog and a uniform 
system of medical stock accounting within the Gov- 
ernment; and 

That there be established two systems within the 
Federal Government for integrated storage and dis- 
tribution of medical supplies; that the military sys- 
tem comprise the Army, Navy, Air Force, Coast 
Guard, and Federal Civil Defense Administration; 
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that the civilian system comprise all other federal 
agencies and be administered by the Veterans Ad- 
ministration on their behalf; and that both systems 
provide for ownership of medical material by the 
major using agency. 

Commission Action: Discussion only. Recommen- 


dation to be made in Commission’s report on Pro- 
curement. 


SERVICES FOR THE HEALTH OF THE PUBLIC 

13. Task Force Proposal: That the Federal Gov- 
ernment give greater emphasis to preventive health 
services, including those rendered in connection 
with medical care of federal beneficiaries, in the 
interests of both health conservation and long-range 
economy. 

Commission Action: Accepted as recommendation 


but gave responsibility to Federal Advisory Council of 
Health. 


14. Task Force Proposal: That the Federal Coun- 
cil of Health examine means of establishing coop- 
erative planning among federal agencies providing 
psychiatric care; 

That the military services develop special facilities 
for the study and prevention of mental disorders 
among military personnel; 

That the Veterans Administration give greater em- 
phasis to preventive psychiatric services; and 

That the Federal Government, through the Public 
Health Service, help to meet the problems of mental 
disease by: 


(a) Increased grants to the states to help com- 
munities participate in the development of out- 
patient and child health clinics for mental illness; 

(b) Increased research grants to universities and 
other research centers for investigation of mental 
health and disease; and 

(c) Continued and expanded grants for advanced 
training for psychiatrists and workers in allied 
fields, with emphasis on residences and fellowships. 


Commission Action: Recommended but omitted in- 
creased grants and community service programs. 


15. Task Force Proposal: That the Federal Gov- 
ernment strengthen state health programs by main- 
taining federal grants for health at least at the aver- 
age level of the years 1948 to 1953, by emphasizing 
grants for general health purposes (as distinguished 
from categorical purposes), and by allowing each 
state to transfer among categories a reasonable pro- 
portion of such grants; and 

That the Federal Government authorize and en- 
courage states to use a larger share of the grants for 
the training of health workers, the evaluation of 
state and local health programs, and the strengthen- 
ing of local health services. 


Commission Action: Recommend that the Secretary 
of Health, Education and Welfare consider the prob- 
lem of “specific federal grants.” 
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16. Task Force Proposal: That the United States 
adopt a long-term policy in the field of international 
technical assistance, relating health work to agricul- 
ture and education as closely as possible and divorc- 
ing it from military assistance; 

That multilateral international programs gradu- 
ally supersede, where practicable, programs involv- 
ing the United States and only one other country; 
and , 

That evaluation of the programs be augmented 
and carried out on a continuing basis. 

Commission Action: Omitted from report. 

17. Task Force Proposal: That the Department 
of Health, Education, and Welfare make a detailed 
examination of the policies, programs, and opera- 
tions of the Food and Drug Administration with a 
view to curtailing those functions that are no longer 
essential and augmenting those that have become 
increasingly important. 

Commission Action: Recommended joint Health, 
Education and Welfare, Department of Agriculture, 
and Budget Bureau study of functions. 

18. Task Force Proposal: That the functions and 
activities of the Agricultural Research Service, De- 
partment of Agriculture, relating to the control of 
pesticides be transferred to the Food and Drug Ad- 
ministration; and 

That the functions and activities of the Livestock 
Regulatory Division of the Agricultural Research 
Service, Department of Agriculture, relating to the 
regulation of biological products, be transferred to 
and combined with the biological regulatory work 
of the National Institutes of Health. 

Commission Action: Omitted from report. 


19. Task Force Proposal: That the Department 
of Agriculture change its unit inspection of meat to 
a system based on scientific sampling and place in- 
creased emphasis on factors concerned with envir- 
onmental sanitation; and 

That similar principles and practices be applied 
to poultry. 

Commission Action: Omitted from report. 


HEALTH MANPOWER FOR PUBLIC SERVICE 

20. Task Force Proposal: That the Doctor Draft 
law (Public Law 84, 83rd Cong.) not be extended 
or reenacted. Any legislation extending or reenact- 
ing the basic Selective Service law should provide 
that registrants under such law who are or become 
physicians or dentists be placed in categories sepa- 
rate from other registrants, and that separate levies 
be placed ,on the states for these categories. 

21. Task Force Proposal: That the Assistant Sec- 
retary of Defense (Health and Medical), with the 
advice of the Federal Council of Health, establish 
ratios of physicians and dentists on active duty to 
each 1,000 active duty personnel; and that for the 
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present this ratio not exceed 3 physicians and 1.7 
dentists for the three Armed Services taken together, 
though it may be different for each of the services. 

Commission Action: Language of Commission was 
less specific. Its recommendation was for “revision 
of Selective Service Act to effect maximum utiliza- 
tion of medical personnel.” 

22. Task Force Proposal: That the Armed Serv- 
ices training programs for interns and residents, for 
other physicians and dentists on active duty, and for 
reserve officers not on active duty be strengthened, 
and be planned and directed from the medical center 
of each service, using selected military and civilian 
hospitals for special training. 

Commission Action: Recommended essentially as 
proposed. 

23. Task Force Proposal: That the Public Health 
Service Commissioned Corps be utilized more ex- 
tensively as a central pool of professional health per- 
sonnel to be detailed to other units of the Depart- 
ment of Health, Education, and Welfare and to other 
agencies to fill essential positions in the field of 


health. 
Commission Action: Omitted from report. 


24. Task Force Proposal: That within the Federal 
Government the transfer and cross-agency assign- 
ment of health personnel—including those in the 
military services, the Public Health Service Com- 
missioned Corps, and the Veterans Administration’s 
Department of Medicine and Surgery—be facilitated 
by appropriate changes in laws, regulations, and or- 
ganizational policies and that some agency, presum- 
ably the proposed Federal Council of Health, re- 
examine the necessity for the several systems for 
health personnel. 

Commission Action: Recommended essentially as 
proposed. 

25. Task Force Proposal: That federal financial 
assistance be provided to schools of public health on 
the graduate level only: 

(a) By block grants in amounts dependent upon 
the number of students graduating from the school 
and entering federal, state, and local government 
service or service of the government of another na- 
tion in the most recent previous five-year period, 
with such grants not exceeding the actual cost of 
education involved; and 

(b) On a matching basis for capital outlays. 


Commission Action: Omitted from report. 


THE DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 

26. Task Force Proposal: That the Department of 
Health, Education, and Welfare provide more lead- 
ership and assume more responsibility in planning 
and carrying out the programs of the Federal Gov- 
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ernment that relate to civilian health, exploring 
sound means within public policy of assisting the 
American people to improve their own health. 

27. Task Force Proposal: That the present post of 
Special Assistant for Health and Medical Affairs to 
the Secretary of the Department of Health, Educa- 
tion, and Welfare be elevated to the post of Assistant 
Secretary for Health. 


28. Task Force Proposal: That St. Elizabeth’s 
Hospital be made a part of the Public Health Service 
hospital system. 


29. Task Force Proposal: That the Children’s 
Bureau be removed from the Social Security Ad- 
ministration and placed in an administrative posi- 
tion in the Department of Health, Education, and 
Welfare that will facilitate the major mission of the 
Bureau. This mission is to take cognizance of the 
needs of the whole child in the broad fields of health, 
education, and welfare, to support the necessary 
research in the field, and to stimulate the utilization 
of new knowledge by the various agencies of the 
Federal Government within and outside the Depart- 
ment of Health, Education, and Welfare and in the 
states. 


30. Task Force Proposal: That Freedmen’s Hos- 
pital and Howard University remain, for the present, 
under the general supervision of the Department of 
Health, Education, and Welfare and that the depart- 
ment exercise its influence to improve the facilities 
and operational standards of Freedmen’s Hospital 
and Howard University’s college of medicine, den- 
tistry, and pharmacy, including a determination as 
to how the University and Freedmen’s Hospital may 
be placed on an independent basis. 

Commission Action (on Proposals 26-30) : Omitted 
from report. 

VETERANS ADMINISTRATION 

31. Task Force Proposal: That the medical care 
functions of Veterans Administration regional of- 
fices be consolidated with, and, where practicable, 
physically located within nearby Veterans Admin- 
istration hospitals. 

Commission Action: Recommended essentially as 
proposed. 

32. Task Force Proposal: That the Department 
of Medicine and Surgery of the Veterans Adminis- 
tration be given the responsibility and authority to 
establish and maintain: 

(a) The medical criteria for disability, both in- 
itial and continuing, and 

(b) A mechanism for more frequent review of 
disability allowances which recognizes the possibil- 
ity of partial or complete rehabilitation from dis- 
ability. 

Commission Action: Recommended essentially as 
proposed. 
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DEFENSE DEPARTMENT 


33. Task Force Proposal: That the Office of the 
Assistant Secretary of Defense (Health and Medi- 
cal) be strengthened by: 


(a) The establishment of a civilian position of 
Deputy Assistant Secretary of Defense (Health and 
Medical) ; and 

(b) Augmentation of the technical and analytical 
staff of the Office of the Assistant Secretary of De- 
fense (Health and Medical) to meet its increased 
responsibilities. 

Commission Action: Omitted from report. (How- 


ever, a civilian deputy to the Assistant Secretary was 
appointed recently.) 


34. Task Force Proposal: That the medical serv- 
ice of each of the military departments be given a 
position in the departmental organizational struc- 
ture commensurate with its over-all responsibility 
for health and medical care, and that each of the 
Surgeons General be given reasonably comparable 
authority to include: 

(a) Technical and management control (but not 
necessarily military control) of all medical activi- 
ties and operations. 


(b) Control of the assignment and activities of 
all medical service personnel, including enlisted per- 
sonnel. 


(c) Control of funds commensurate with his over- 


all program and mission responsibility. 


Commission Action: No recommendation. Dis- 
cussed in text only. 


35. Task Force Proposal: That the medical and 
hospital services of the three Armed Forces be modi- 
fied into a much more closely coordinated pattern 
which will provide that: 


(a) The military medical and hospital services 
within continental United States be coordinated by 
assigning to a single military department the re- 
sponsibility for hospital service in a defined geo- 
graphic area and that this concept be furthered, 
wherever practicable, in extracontinental areas; 


(b) Patients of all military departments requir- 
ing highly specialized medical care be concentrated 
into special hospitals, each of which will serve the 
three departments; 


(c) Each of the three military departments main- 
tain a medical center, the components of which 
should be a hospital, a center for postgraduate edu- 
cation in military medicine and a research institute 
occupied with medical problems identified with the 
primary mission of the department; and 


(d) The Assistant Secretary of Defense (Health 
and Medical) be given authority to modify and re- 
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allocate medical care responsibilities of the three 
departments in line with the above. 


Commission Action: Recommended essentially as 
proposed. 


ORGANIZATION FOR DISASTER 
36. Task Force Proposal: That the Federal Civil 


Defense Administration be given greater statutory 
authority and financial support to plan, coordinate, 
and operate national, state, and local civil defense 
plans, and that its Health Office be elevated in or- 
ganizational status to a position commensurate with 
its duties and responsibilities; and 

That plans be made for the delegation of opera- 
tional authority for directing emergency medical care 
during and immediately following an attack on con- 
tinental United States to the Department of Defense, 
in close cooperation with the Department of Health, 
Education, and Welfare and Federal Civil Defense 
Administration. 

Commission Action: Recommended that “the Fed- 
eral Government . . . should include in its considera- 
tion of the problem the question of appropriate dele- 
gation of operational authority for directing medical 
care.” The Commission did not mention any federal 
agency by name. 


Group Practice Under a 
Fictitious Name 


FOoLLowinc is an opinion of the Attorney General of 
California regarding the legality of the group prac- 
tice of physicians under a fictitious name. 


Opinion of Edmund G. Brown, Attorney General; 
E. G. Funke, Assistant Attorney General 
No. 54/10 

Mr. WaLLace W. THOMPSON, executive secretary 
of the Board of Medical Examiners of the State of 
California, has requested our interpretation of Busi- 
ness and Professions Code sections 2393 and 2429 
with relation to the following specific questions: 

1. May a group of persons, licensed as physicians 
and surgeons, form a partnership and practice medi- 
cine under a fictitious name? 


2. May a group of persons, licensed as physicians 
and surgeons, form a partnership with other licen- 
tiates of the healing arts and practice under.a ficti- 
tious name? 

Our conclusions may be summarized as follows: 


1. Physicians and surgeons may form a partner- 
ship and practice medicine under a fictitious name, 
provided the partnership name includes the sur- 
name of at least one partner followed by the words 
“Medical Group.” 


2. Physicians and surgeons may not form a part- 
nership with other licentiates of the healing arts 
and practice under a fictitious name. 
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ANALYSIS 


The Medical Practice Act (now found in chapter 
5 of division 2 of the Business and Professions 
Code) formerly prohibited the practice of medicine 
by a physician and surgeon under any type of ficti- 
tious name. The State sought to give assurance to 
the general public that when a person called upon a 
physician and surgeon for professional advice, he 
would be reasonably assured of a doctor-patient 
relationship and would be further assured that none 
other than physicians and surgeons would treat him 
without his knowledge (see Berry v. Alderson, 59 
Cal. App. 729, 732, 211 Pac. 836, 838; Anno. 54 
A.L.R. 1504, 1513-1514; Anno. 82 A.L.R. 1184, 
1186). The specific prohibition was found in Busi- 
ness and Professions Code section 2393 and such 
practice was denounced as a misdemeanor by sec- 
tion 2429, (Section references are to the Business 
and Professions Code unless otherwise indicated. ) 
Cogent reasons, as we hereinafter set out, prompted 
the adoption of amendatory legislation in 1953 
(Calif. Stats. 1953, ch. 1034). 

Modern medical practice has tended more and 
more to specialize, which in turn leads to group 
practice. Particularly in the metropolitan centers 
one finds specialists such as internists, pathologists, 
obstetricians, pediatricians, gynecologists, urolo- 
gists, neurologists and psychiatrists, closely asso- 
ciated with the general practitioner or the surgeon. 
The Legislature recognized that to continue the 
requirement that the names of all of the physicians 
and surgeons in a medical group be shown, and to 
prohibit the group being identified as a medical 
group, would make increasingly difficult and cum- 
bersome the conducting of a group practice of 
medicine. 

Many physicians and surgeons had sought to 
overcome this prohibition by organizing a private 
pay clinic under the provisions of the Clinic Act 
(Health and Safety Code sec. 1207, now repealed). 
This act permitted duly licensed members of the 
healing arts to practice under their respective li- 
censes and under their own names in private pay 
clinics. However, the Clinic Act in itself did not then 
and does not now authorize the practice of medicine 
under a fictitious name; in fact, it does not relate 
to the practice of medicine as such. Therein are 
found direct prohibitions against interpreting any 
of its provisions as authorization to practice any of 
the healing arts. For example, Health and Safety 
Code section 1202 describes a clinic as a place 
where advice, diagnosis, treatment, medicines, etc., 
may be furnished to persons not residing or con- 
fined therein. There is no question that a licensed 
clinic is not authorized to practice medicine, for 
Health and Safety Code section 1205 (formerly 
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section 1214) specifically provides that the act does 
not regulate, govern, or affect in any manner the 
practice of medicine, surgery, or osteopathy by any 
person duly licensed to engage in such practice, 
and further it does not repeal, alter, modify or af- 
fect any act defining or governing or regulating 
the practice of medicine, surgery, or osteopathy. 
In order to crystallize the provisions of the law 
concerning the practice of medicine under a ficti- 
tious name, a revision and continuation of the Clinic 
Act, as well as an amendment to the sections of the 
Medical Practice Act relating to practice under a 
fictitious name was accomplished by the Legislature 
at its 1953 session. The Clinic Act was amended by 
prohibiting the issuing of new licenses to any group 
desiring to operate private pay clinics (Calif. Stats. 
1953, ch. 1098, sec. 3) and the Medical Practice Act 
was amended by amending section 2393 (Calif. 
Stats. 1953, ch. 1034, sec. 1) to read as follows: 


“The use of any fictitious, false or assumed name, 
or any name other than his own, by the holder of 
any certificate, either alone or in conjunction with 
a partnership group, in any sign or advertisement 
in connection with his practice or in any advertise- 
ment or announcement of his practice, or in any 
public announcement of his practice, constitutes 
unprofessional conduct within the meaning of this 
chapter. Holders of physician’s and surgeon’s cer- 
tificates and holders of certificates to practice chi- 
ropody issued under this chapter may practice, 
within the scope of their respective certificates, in 
partnerships or groups of physicians and surgeons 
or of chiropodists, respectively; provided, that after 
September 30, 1953, no such partnership or group 
shall be formed or organized under any name ex- 
cept a name that includes the surname of one or 
more members of the partnership or group followed 
by the words ‘Medical Group’ or ‘Chiropodist 
Group.’ ” 

Thus, physicians and surgeons practicing as a 
medical group may not organize a private pay clinic. 
However, they may now practice in a group under a 
fictitious name in accordance with the express pro- 
visions of section 2393, authorizing physicians and 
surgeons to associate with each other (but not with 
licentiates of the healing arts carrying certificates 
authorizing practice other than as physicians and 
surgeons) and to use a fictitious name. Inferentially, 
it might be stated that this is also true in respect to 
chiropodists who receive their certificates to prac- 
tice from the Board of Medical Examiners, except 
that they may only form a group or partnership with 
other licensed chiropodists and they will use the 
words “Chiropodist Group” rather than “Medical 
Group.” 

Many inquiries have been made to the Board of 
Medical Examiners as to whether a group of physi- 
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cians and surgeons may practice under any fictitious 
name provided that such partnership was formed 
and said name was adopted prior to September 30, 
1953. These inquiries are occasioned because of 
the insertion in section 2393 of the phrase “pro- 
vided, that after September 30, 1953, no such part- 
nership or group shall be formed or organized under 
any name except a name that includes the surname 
of one or more members of the partnership or group 
followed by the words ‘Medical Group.’ ” Some have 
concluded therefrom that, after the effective date of 
the amendment (September 9, 1953) and prior to 
September 30, 1953, they would be permitted to 
form a partnership and to use any fictitious name 
they wished, provided that such partnership was 
formed and such name was actually in use prior to 
September 30. We must agree that insofar as this 
phrase is concerned, the section is rather inaptly 
worded. Nevertheless, we cannot read such permis- 
sion into the quoted phrase. Nowhere therein is 
found an express exemption from the prior prohi- 
bition of the use of a fictitious name. The quoted 
provision itself issues no statutory permission to 
physicians and surgeons to use any type of fictitious 
name as long as it is adopted subsequent to the effec- 
tive date of the amendment and prior to September 
30, 1953. Further, the first paragraph of the section 
reiterates the former provisions and clearly ex- 
presses a prohibition against practice under any 
fictitious name, this prohibition being modified by 
the “subsequent to September 30” provision. One 
must conclude that statutory permission to use any 
fictitious name prior to September 30, 1953, is for- 
bidden to physicians and surgeons by the well known 
‘doctrine of statutory construction that the mention 
of one thing excludes those not mentioned (expres- 
sio unius est exclusio alterius). 


It is urged that the Clinic Act has heretofore per- 
mitted, and under the recent amendments permits, 
group practice under a fictitious name. As we have 
heretofore indicated, views contrary to those we 
express herein have been urged because of a belief 
that the operation of a clinic entails the practice of 
medicine. We cannot read such authorization into 
the Medical Practice Act through any provision 
found in the Clinic Act. In fact, the Clinic Act states 
with as much directness and forcefulness as possible 
that no modification is made of the Medical Practice 
Act (Health and Safety Code sec. 1205). A careful 
reading of the Clinic Act, and particularly Health 
and Safety Code sections 1202 and 1205, will 
quickly dispel such erroneous views. 

Be that as it may, whatever doubt might have 
existed has now been completely removed since no 
longer is there any permission for the forming of 
new private pay clinics. Henceforth physicians and 
surgeons who are engaged in private practice can- 
not so engage under the guise of newly forming and 
operating a private pay clinic. 

It is well to stress at this point that physicians 
and surgeons who may now be operating private 
pay clinics under the provisions of section 3 of 
chapter 1098 of the Statutes of 1953, should ever be 
alert to a separation of the actual clinic operation 
from their practice as physicians and surgeons. As 
to the latter, such practice must be conducted under 
the individual names of the physicians and surgeons 
as appearing on their certificates, or under a ficti- 
tious name of the type set forth in section 2393. Nor 
may any of the partners so practicing medicine 
under a fictitious name be other than physicians 
and surgeons with unrevoked or unsuspended cer- 
tificates issued by the Board of Medical Examiners 
or the Board of Osteopathic Examiners. 
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